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Forword 


Dear Council members, 


You have before you the memorandum Healthy Living in Healthy 
Amsterdam. In this memorandum, our Executive sets the frame- 
works, priorities and objectives for the municipal public health 
policy for the next four years. 


This is the first time that the Municipality of Amsterdam has drawn 
up a public health memorandum. Not that there was no policy in 
this area up to now; on the contrary. For more than a century, the 
Municipality has been active with success in the field of public 
health. In the past and present, the Municipality has drafted and 
implemented policy memorandums for the different subjects that 
are part of the field of public health care. However, this is the first 
time that the Municipality has formulated a coherent public health 
policy. The need for such a coherent policy is not only underlined 
by our Executive, but also by the national government. The current 
Public Health (Preventive Measures) Act (Wet Collectieve Preventie 
Volksgezondheid) prescribes that each municipality must draft a 
municipal public health policy memorandum every four years. 


In the next four years, our Executive will place the accent on main- 
taining and promoting the health of all citizens of Amsterdam. We 
will devote specific attention to the prevention of health problems 
in young people. In doing so, we will encourage cooperation 
between the central city and the city districts, and with our partners 
in care. The city districts because, in addition to welfare, they are 
increasingly responsible for and are being assigned more tasks in 
the field of care; our partners in care because a shared responsibili- 
ty contributes to a shared solution. 


A coherent policy is praiseworthy, but we run the risk of getting 
bogged down, because ‘everything is connected to everything’. 
Therefore, we as the Executive have made a clear choice for the 
next four years to carry out a number of concrete activities on the 
basis of concrete signals and health problems. In that way, this 
memorandum will not just be an exercise on paper, but will actually 
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contribute to a healthy life of the Amsterdam citizens in a healthy 
Amsterdam! The mission we have set for ourselves is that all 
Amsterdammers can live as well as possible in a city that makes 
this possible. 


When asked about the most important conditions for a healthy life, 
most citizens place good health at the top of the list. Therefore, we 
as municipality have to delve deeply into the health of our citizens, 
and how we as municipality, in cooperation with all relevant part- 
ners, can contribute towards the health of the citizens of 
Amsterdam and with that to a happy or even happier life. We do 
this from a life course perspective. The life course perspective 
describes the stages of people's lives and the development of 
health. This is an approach to health and health problems which 
does not focus on illness, but on the dynamics of health in people's 
lives. Our Executive does not fight ill health by aiming to provide 
more care, but by promoting health. Our main theme in the next 
four years will be the health of all Amsterdammers, with more 
emphasis on preventive measures, improving the health of young 
people, making cooperation with care providers and insurers more 
businesslike on the basis of better information, and strengthening 
the contributions from other policy areas to the improvement of 
health. 

Health is not an established fact, but changes during people's lives. 
For most Amsterdammers, this means: being healthy, feeling 
healthy and acting healthy. For the chronically ill and disabled, this 
means the fullest possible participation in society. Our Executive 
consider it their duty and responsibility to give the Amsterdammers 
the best possible guarantee of their start-up capital in health. 


The policy memorandum Healthy Living in Healthy Amsterdam is 
organised as follows. Chapter 1 includes an explanation of the rea- 
sons for the memorandum, indicates the scope of the municipal 
public health policy, discusses the relationship with the City districts 
and sets out the municipal responsibility of our Executive. Chapter 
2 gives a concise survey of the state of health of the Amsterdam 
population. On the basis of the state of health described, discus- 
sions with representatives of care institutions, care insurers and 
municipal services and the results of work conferences, our 
Executive made a selection of the main health problems in 
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Amsterdam. These are explained in more detail in Chapter 3. In 
this memorandum, we formulate the policy objectives for the next 
four years, and propose concrete activities to solve those pro- 
blems. A major part of these activities will be started very soon. 
You will tind a survey of them at the end of Chapter 3. The funding 
of the activities will be obtained as part of the regular, total con- 
siderations of the budget debates in the period 2004 - 2007. 


The discussion of the memorandum in your meeting has resulted 
in four additional activities and more financial resources for already 


intended activities. These are mentioned separately at the end of 
Chapter 3. 


To the great satisfaction of our Executive, many parties have con- 
tributed to the formation of the memorandum. The involvement of 
all responsible parties is great. This gives our Executive confidence 
in a good implementation of the policy intentions contained in this 
memorandum. We assume that by the next public health policy 
memorandum, several of the problems now identified will have 
been tackled adequately and solved as far as possible. 


The Municipal Councillor for Care 
Drs. J.H. Belliot 
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Chapter 1 


Public health 


People consider good health important. Everyone would rather 
live in good health as long as possible. By health, we mean the 
possibility to function to the best of our ability and needs in a 


physical, mental and social sense. Health is thus more than the 
absence of sickness or ailments. 
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Besides good access to health care, the state of health of the 
population is determined by several factors, such as congenital 
factors, people's lifestyle, the physical environment and the social 
environment. Therefore, more is needed to promote health than 
the optimisation of health care. 


The Municipality can exert influence on a number of these factors 
that affect health. Based on its statutory responsibility for the 
health of citizens, it is the Municipality's task to use this influence, 
Therefore, our Executive has expressed an ambition for the 
municipal health care policy. Our choices of policy priorities and 
objectives also follow from this mission. 


Mission: 
The Municipality of Amsterdam strives to ensure the 
healthiest possible life for Amsterdammers. 


This places the health of the Amsterdammers at the core of our 
mission. What is healthy living and what is a healthy Amsterdam? 
What does our Executive want to achieve to improve health, and 
how? What is the Municipality's role in this? These questions lead 
to the following problem formation. 


Defining the central problem: 


How can municipal policy promote the health of the 
Amsterdammers? 


Political involvement is an important condition for the success of 
municipal health policy. After all, it is the politicians who make 
policy choices and reserve the funds. Public health is a long-term 
issue: the results are not always immediately visible, and many 
parties are involved. Therefore, it is important for the frameworks, 


Priorities and objectives for this policy in the City of Amsterdam 
to be formulated in the memorandum. 
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Amsterdam and the Amsterdammers 


Amsterdam is a dynamic, multicultural city. It is the capital city of 
the Netherlands, with much economic industry, which is why many 
people want to live and work in Amsterdam. Different nationali- 
ties have settled here through the centuries, who have fled their 
countries of origin because of the threat of war, religious intole- 
rance and many more reasons, and have remained here because 
of the economic prosperity and pleasant living climate. This is still 
the case in contemporary times. This has resulted in a variegated 
mix of nationalities and cultures. It has also given the city an enor- 
mous vitality of renewal and economic, political, social and cultu- 
ral activity. 


As the largest city of the Netherlands, Amsterdam exerts a huge 
attractive force on many different groups of people from outside. 
Those new groups also present new health issues with respect to 
way of life, intercultural care and prevention activities. People 
come to Amsterdam mainly for the extensive supply of cultural 
and educational facilities, many possibilities for recreation to suit 
everyone's taste, for the historical buildings and for the specific 
Amsterdam atmosphere in its many variations. At the same time, 
economic industry provides employment for many 
Amsterdammers and commuters. In addition, Amsterdam attracts 
people who want to experience the pleasures of the large city. 
This brings specific health problems with it, which largely have to 
do with life in a big city. 


Municipal public health policy 


Public health care can be divided into three areas, namely pre- 
vention, medical care (cure) and nursing and rehabilitation (care). 
Prevention is aimed at safeguarding and promoting health by 
preventing illness and health problems and promoting healthy 
behaviour. The improvement of health through large-scale reduc- 
tion or removal of risks and threats, and creating conditions for a 
healthy existence, is called health protection. Medical care con- 
sists of diagnostics and therapy for individual patients, aimed at 
curing illnesses or relieving pain and suffering. This also includes 
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casuistic prevention. Nursing and rehabilitation are aimed at the 
care of people with a limitation or the permanent consequences 
of diseases. 


Municipal public health policy encompasses all activities of the 
Municipality of Amsterdam related to health and care for the 
benefit of the Amsterdam population: 


1. Municipalities are responsible for collective, preventive pu- 
blic health. Most of these tasks are laid down by law in the 
Public Health (Preventive Measures) Act (WCPV) and are 
implemented by the Municipal Medical and Health Service 
(GG&GD) of Amsterdam. Part of the municipal prevention 
policy is early detection of diseases and limiting their conse- 
quences. 


2. Care policy is aimed at ensuring the good accessibility and 
quality of health care facilities and properly gearing the sup- 
ply of care to the needs of citizens. Especially important are 
a good distribution, accessibility and availability of facilities, 
as well as cooperation between institutions, and an ade- 
quate safety net in case people fall by the wayside. Gaps in 
the range of care options should be prevented. 


3. Ahealthy city is a city that contributes optimally to healthy 
living. This is not just a matter for the care institutions and 
municipal healthcare services. Health plays a part in many 
other policy areas, such as welfare (anti-poverty policy), traf- 
fic and transport, spatial planning (organisation of districts), 
public housing and the environment. City-wide thinking in 
relation to public health (facet policy) encompasses the 
active input of health aspects in administrative decisions in 
policy areas other than public health. The goal is to see to it 
that the municipality continually considers health aspects in 
its decisions in all kinds of areas that influence the health of 
the population. 
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Responsibilities of the local municipality within the sectors of health care; the colored part 
represents roughly the contribution of the local municipality. [Verkleij & Verheij 2003] 


Responsibilities of the Municipality 


The municipality has a clear, statutory responsibility and task in 
relation to prevention policy. In the WCPY, this is called providing 
for epidemiological research, safeguarding health aspects in 
administrative decisions, prevention programmes, environmental 
care, technical hygiene care, public mental health care, fighting 
infectious diseases and juvenile healthcare. A general task is also 
mentioned: to promote ‘the establishment and continuity of 
coherence within collective prevention and the coordination of 
this collective prevention with curative healthcare.’ The opinion of 
our Executive is that prevention and care / nursing are comple- 
mentary; care / nursing is not possible without prevention, and 
vice versa. The WCPV places the responsibility for public health 
policy on the municipality, because collective preventive mea- 
sures on that level are the most effective. 


Municipalities have a limited influence on care; municipalities 
have no powers over the parties in the care sector. Our Executive 
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is seizing upon the WCPV to increase its influence. Responsibility 
for the range of options, quality and funding of health facilities 
does, after all, rest with the care insurer, while the care providers 
are responsible for implementation. In the sense of indirect facili- 
tation, the municipality can assert its influence by assuming a 
director's role. Certainly at times when gaps in care facilities 
occur, for example between supply and demand, in coordinating 
the forms of care and preventive and curative care. The munici- 
pality will then provide supporting structures for vulnerable 
groups. In extreme cases, the safety-net function will become 
operative. 


City-wide thinking about public health is another responsibility of 
the municipality. The Amsterdam Municipal Medical and Health 
Service and the Amsterdam Social Development Department are 
the bodies most occupied with the health of the Amsterdammers. 
The municipality must, however, ensure that other policy areas, 
such as spatial planning and traffic, do not harm public health. It 
should therefore assume a clear director's role in bringing the 
parties to the discussion table, so that more coherent policies can 
be pursued. 


Purpose and scope 


In this memorandum, our Executive sets out the direction and pri- 
orities for the next four years. In that sense, the memorandum, 
with the policy intentions and activities set out in it, is a tool for 
policy formation and review. The state of health, as we describe it 
in Chapter 2, also indicates the need to improve the health of the 
Amsterdammers. Besides administrative and political involve- 
ment, a condition is that the relevant parties in (preventive and 
curative) healthcare can be involved in the development and 
implementation of municipal health policy. 


The memorandum Healthy Living in Healthy Amsterdam therefore 
envisages being more than just a paper document. The purpose 
is to start up a process, the beginning of cooperation between 
and agreement by the parties on the health and improvement of 
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the health of the Amsterdammers. Formally, the term of the me- 
morandum is tour years, but its effects will actually last longer. In 
two years, a report will be published to monitor the progress of 
our policy intentions. All activities proposed in this memorandum 
will be worked out at a later stage in individual project plans, with 
clear objectives, measurable results and specification of how they 
are to be evaluated. 


The City Districts 


It is impossible to imagine the administrative system without city 
districts. The city districting bye-law governs the principles, rules 
and policy areas of cooperation between the central city and 
fourteen city districts in Amsterdam. The intention is to have a 
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local administration tailored to all districts and neighbourhoods, 
without the ills of a central, bureaucratic and complicated admi- 
nistration. The basis is ‘decentralise what you can, centralise what 
you have to’. It is close to the citizens and better able to gear the 
welfare options to the situations of its residents. Residents should 
not just be able to state their opinions, but also to work actively 
on and bear responsibility for the matters that concern them in 
their city district or neighbourhood. In the Administrative 
Agreement on City Districts (Bestuursakkoord Stadsdelen) 2002 = 
2006, three priorities have been included in relation to care and 
welfare (centres for parent and child care, social reporting centres 
and care booths). This means that city districts will be increasingly 
responsible for care. With that, they will facilitate the health of the 
Amsterdammers. In very concrete terms, this will relate to district- 
based care and welfare, care for vulnerable groups, juvenile poli- 
cy, juvenile health, policy on the elderly, landscaping, sport 
accommodations and education. City districts will also be given 
more powers and resources for this. 


Connection with other municipal policy areas 


To ensure that no duplication occurs, our Executive does not 
make any explicit proposals in this memorandum in areas of pu- 
blic health for which the Municipality of Amsterdam has already 
developed policy. Separate memorandums have been adopted 
for this. 

To start with, this concerns a reduction in alcohol use, namely the 
preliminary advice of our Executive on the memorandum ‘Alcohol 
in Amsterdam’ from 2002. The Alcohol Memorandum formulates 
concrete activities to reduce the (excessive) consumption of alco- 
hol, especially among young people. In addition, this concerns 
sports, in the memorandum ‘Stimulating Sport’. This is aimed par- 
ticularly at increasing the practice of sports through a balanced 
distribution of varied and good sport facilities in the city. Pleasure 
in sport is first and foremost in this, but it is also recognised that 
sport helps to promote health. It also relates to public order and 
safety, for example in the ‘Plan of action against aggression and 
violence’ from 2002 and the juvenile crime action plan. 
Furthermore, the Regional Vision on Elderly Policy 2001 - 2005 
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contains several agreements aimed at improving the provision of 
care and services to the elderly. On the basis of this regional 
vision, for example, the Systematic Preventive Measures for the 
Elderly Project was launched, and the chain of care for psy- 
chogeriatric patients was facilitated. 


We pursue a policy and develop specific activities for vulnerable 
groups. In that context, we mention the soon to be published 
‘Comprehensive Drugs Memorandum’, in which we state our 
vision by way of a fundamental reconsideration of addiction poli- 
cy. In addition, the ‘Amstel Care Agreement’ contains the agree- 
ments on cooperation among mental health institutions. Lastly, 
there are many measures and services for the chronically ill and 
disabled in the context of the implementation of the Services for 
the Disabled Act (Wet Voorzieningen Gehandicapten). 


Besides policy in relation to (public) healthcare, our Executive 
develops and pursues policy in all possible areas of society. This 
concerns, for example socio-economic policy, education policy 
and spatial planning and environmental policy, all of which inter- 
face with the health of the citizens. It is evident that the improve- 
ment of a traffic situation that claims many victims will have a 
direct effect on the health of the road users. Another example is 
that the construction of a playing field in a neighbourhood will 
promote the health and motorial development of children. Our 
Executive acknowledges the need to strengthen city-wide thin- 
king for public health (facet policy). We therefore make proposals 
for this as well (see Chapter 3). 


Course of life as the thread 


Two basic choices are made in the memorandum. First of all, that 
the state of health of the Amsterdam population is the basis for 
setting priorities, policy proposals and interventions (see Chapter 
2). And, in the second place, that the course of people’s lives is to 
be the focus. 
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Health in the course of people's lives 

Our Executive chooses the ‘life course perspective’ as its vision of 
municipal public health policy. Health influences people’s lives in 
all stages of their existence, from before conception to death. 
And, vice versa, what happens in the different stages of people's 
lives influences their health. In other words: health intersects with 
and influences people's lives in all facets of their existence, in 
working, living, eating, making love, spending their leisure time, 
lifestyle and so forth. 


Health is not an established fact. From a life course perspective, 
this is not the case by definition. Health changes — both objec- 
tively and subjectively - during the different stages of life. Infants 
have different health problems from adults or the elderly. But 
there are also differences between groups: an infant exposed to 
smoke during pregnancy runs greater health risks than an infant 
from a smoke-free pregnancy. The social layer or ethnic group 
you come from can also influence your health. 


The course of life is aimed not only at health risks in the different 
stages of people’s lives (for example smoking during pregnancy), 
but also at the possibilities to invest in health (for example, by 
breastfeeding). The concept ‘health capital’ covers the meaning 
of health as a positive possession. As an individual, you can invest 
in your own ‘health capital’. If people are born with a worse capi- 
tal, and less chance or possibility to invest on their own, the go- 
vernment will be able to take over (part of) this task, or encou- 
rage other to do so. If people are well able to do this, the gov- 
ernment can scale down its involvement. 
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Healthy behaviour; one’s own responsibility? 


This concerns the distinction between the individual responsibil- 
ity of the citizen and government responsibility. In the report by 
the Counsil for Public Health and Care (RVZ), Health and 
Behaviour, this is the main question: to what extent is healthy 
behaviour the citizens’ own responsibility and how does this 
relate to that of the government and other parties? 


Several considerations play a part in this: 

- Everyone has a valid right to care (not a right to health). 
Attached to this are rights and obligations of citizens, care 
insurers and care providers. 

Citizens make their own choices for health and healthy 
behaviour. Many parties are involved in making this choice, 
who help to encourage, support and direct people towards 
healthy behaviour. 


Health and a healthy way of living depend on more than just a 
free, individual choice. This also has to do with genetic predis- 
position and environmental factors. These include people's 
social, physical and economic circumstances [RVZ]. 


Chapter 2 first of all gives an overview of the state of health of 
the Amsterdam population. On the basis of the state of health 
described, talks with representatives of care institutions and 
municipal services, and the results of the work conferences (see 
Annex 1: Accountability), we arrive at a selection of the main 
health problems in Amsterdam. These are worked out in more 
detail in Chapter 3. In this, we formulate policy objectives and 
propose concrete activities to solve those problems. The coope- 
ration of partners is expressly included in this, as well as the 
(additional) funding. 


x 
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Chapter 2 


Health of the Amsterdammers and 
policy choice 


Introduction 


To determine the priorities for the health policy, insight is required 
into the state of health of the Amsterdam population. This has 
largely been obtained through epidemiological research, conduc- 
ted for example within the framework of the Amsterdam Health 
Monitor. In this Chapter, we first of all describe the demographic 
developments in Amsterdam. As health and the prevention of 
health problems are related to the composition of the population, 
it is important to gain insight into these developments. This parti- 
cularly concerns age, sex, ethnic origin and socio-economic status. 
We then give a summary of the main health problems for the dif- 
ferent stages of life of the Amsterdam citizens. You will find a com- 
plete overview in Annex 2. For each stage of life, we indicate which 
themes the municipal health policy will use in the coming period. 
Finally, we mention a number of themes which are not specifically 
linked to a certain stage of life, but which will require additional 
attention in the next four years from the municipal public health 
policy. 


Demographic developments in Amsterdam 


The population forecasts for Amsterdam show an increase from 
over 735,000 people in 2002 to 797,000 people in 2015. This 
increase is mainly determined by the growth in the number of peo- 
ple aged 40 to 44 years (from 97,500 to 111,500). Although the 
number of Amsterdammers up to 24 years of age may increase to 
over 216,000 persons, the share of this group in the total popula- 
tion will remain stable in the coming period. The number of chil- 
dren up to four years of age will have decreased in 2015 from 
almost 38,000 to 35,000. In Amsterdam, the share of the elderly 
over the age of 55 is relatively lower than in the rest of the 
Netherlands. According to the forecasts, until 2010, the share of 
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those over 65 in the population will decrease, while the share of 
people between the ages of 55 and 64 will increase considerably. 
After 2010, the number of people over 65 will also increase, 
because the baby boom generation will get old. 


At present, the average life expectancy in Amsterdam is 73,5 years 
for men and 79,3 years for women. On average, Amsterdammers 
do not live as long as all Dutch men and women, whose life 
expectancy is 75,2 and 80,8 years, respectively. Amsterdammers 
also have the lowest life expectancy of all residents of the four 
large cities. This is largely connected with the lower socio-econo- 
mic status of the Amsterdam population. 

Over half of the Amsterdammers come originally from the 
Netherlands. Until 2015, this share will drop to 44%. The strongest 
increase will occur among the Moroccan Amsterdammers (from 
99.000 in 2002 to almost 84.000 in 2015), and among 
Amsterdammers from non-industrialised countries (from approxi- 
mately 80.000 in 2002 to approximately 125.000 in 2015). The share 
of ethnic minorities among young people will still rise slightly to 
approximately 66%. Among Amsterdammers 55 years of age and 
older, however, the share of foreign nationals will rise from 23% In 
2002 to 39% in 2015 (from over 37.000 to approximately 49.000 
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people). Then, over half of these foreign senior residents will come 
from industrialised countries and about 28% from Turkey and 
Morocco. 

According to the forecasts, the division of the Amsterdammers into 
different types of households will remain fairly stable. The share of 
people living alone will increase until 2015 by over 1% to 55.7%. 
The share of single-parent families will remain stable at over 9.5%. 


Development of the population in Amsterdam 2002-2015 [0+S, 2003] 
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Health problems of the Amsterdam population 
and policy choices 


First and foremost is the fact that the majority of the Amster- 
dammers are healthy and also feel healthy. But Amsterdammers 
are also faced with a variety of health problems. 

In this section we give a summary by stage of life of the main 
health problems of the Amsterdammers. For each stage of life, we 
indicate the themes on which municipal health policy will focus in 
the next four years. We determined the choice of these themes on 
the basis of the following criteria: extent of the problem among the 
Amsterdam population, the related disease rate and lost (healthy) 
years of life, the collective nature of the problem, the availability of 
interventions, the specific nature of a problem for Amsterdam, and 
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whether or not the municipality has had difficulty in contributing to 
the reduction or solution of the problem. No hierarchy has been 
applied to these criteria. 


First stage of life (under 9 months - 4 years) 


Health problems 

In Amsterdam, about 10,000 children are born annually. 
Approximately 60% of these children are of foreign origin. Most of 
the children are born healthy, but the pregnancy outcomes in 
Amsterdam stand out unfavourably against the picture for the 
whole of the Netherlands. This concerns death and a low birth 
weight through delayed growth in the womb and/or premature 
birth. In this context, there are clear ethnic differences. We see 
delayed growth mainly in Surinamese babies and premature births 
mainly among Turkish and Surinamese babies. Children who are 
born too light have more chance of health problems later in life, 
such as diabetes, and make more use of special education. Besides 
ethnicity, age and different lifestyles (food, stress and the use of 
tobacco, alcohol and drugs during pregnancy), gaps in the chain of 
care during pregnancy and birth play a part. 
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In addition, in Amsterdam, the death rate at birth and among 
intants is higher than in the rest of the Netherlands. Here too, there 


are ethnic aitterences: both types of deaths occur more frequently 


Infant mortality by 1000 alive births in 
Amsterdam and The Netherlands, 1999-2001 


1999 2000 2001 
B® Amsterdam The Netherlands 


Mortality during the antenatal period by 1000 alive births 
in Amsterdam and The Netherlands, 1995-1999 


1995 1996 1997 
@ Amsterdam The Netherlands 
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among Turkish and Moroccan babies. An increasing percentage of 
infants are being breast fed. However, because the mothers are 
worried that their baby is getting too little breast milk, they stop 
(too) soon. This is especially true of Surinamese mothers. 
Breastfeeding reduces the chance of contracting various diseases, 
such as infections, and promotes the bond between mother and 
child. Breastfeeding also has a positive effect on the mother's 
health (less chance of developing breast cancer). 

The degree of vaccination of children in Amsterdam is high and 
above the prevailing norms. Only the degree of vaccination of for- 
eign children born abroad lags behind, as does the degree of vac- 
cination of children of Anthroposophic parents. There are also 
large ethnic differences in the care of small children. For instance, 
Turkish parents lay their infant more often on its stomach and they 
smoke more frequently in the vicinity of the baby. Both are risk fac- 
tors for cot death. 


Theme for the next four years 

With respect to the first stage of life, the health problems relating 
to pregnancy and birth will require additional attention in 
Amsterdam. 


Second stage of life (5 - 19 years) 


Health problems 

Amsterdam pupils in the 2nd form of secondary education have 
more psychosocial problems than in the rest of the Netherlands 
(27% versus 20%). Girls, Turkish young people and young people 
who do not live with their own father and mother more often have 
psychosocial problems than boys, Dutch young people and young 
people who do live with their own father and mother. The percen- 
tage of young people who are bullied in Amsterdam is also higher 
than in the Netherlands (over 5% versus 2%). Much bullying also 
takes place at primary schools, which is coupled with depressive 
symptoms and thoughts of suicide. The negative consequences of 
bullying at a young age are noticeable until adulthood. Within 
juvenile (health)care, there is not enough connection between the 


identification of psychosocial problems and the care (faulty chain 
management). 
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The birth and abortion rates among teenagers in Amsterdam is 
much higher than in the rest of the Netherlands. The birth rate has 
increased especially among Antillean and Turkish teenagers. We 
tind unwanted pregnancies mainly among Surinamese, Antillean 
and Ghanaian teenagers. In addition, the number of cases of sexu- 
ally transmitted diseases has increased again in the last few years, 
which indicates an increase in unprotected sexual contact, also 
among Amsterdammers in this stage of life. In this context, the 
number of cases of gonorrhoea among heterosexual Surinamese 
young people is striking. 


A healthy lifestyle reduces the chance of major epidemic diseases. 
A third of the young Amsterdammers smoke, and half of them 
consume alcohol. For smoking, this percentage is comparable to 
the Netherlands, but the alcohol use among young people in 
Amsterdam is lower, particularly among foreign young people. 
However, more young Amsterdammers use cannabis. The percen- 
tage of Amsterdam young people who use substances such as 
XTC and cocaine is about 1%. Overweight and lack of exercise are 
also increasing problems among young Amsterdammers: approxi- 
mately 16% of the Amsterdam boys and girls are faced with serious 
overweight and 60% fail to meet the standard for healthy exercise. 
Overweight and lack of exercise are a relatively large problem 
among Turkish and Moroccan girls. Important factors in this are 
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Number of pregnancies (by 1000 girls) among teenage girls 
according to country of origin, 1996-1998 
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lifestyle, cultural aspects and a low socio-economic position. 
Poverty causes people to economise on food, clothing and partici- 
pation in sport clubs. This influences the development and health 
of the child (and later in life). A third of the youth in Amsterdam 
grow up in poverty. Over 80% of this group are of foreign origin. 
We consider a family to be living in poverty if their income is less 
than 105% of the social assistance benefit level. 


Themes for the next four years 

Three themes relating to children and young people are at the 
centre of the implementation of public health policy in the next 
four years. First of all, promoting healthy ways of life, or the preven- 
tion of unhealthy ways of life. We will devote additional attention 
to the prevention of smoking among young people and encoura- 
ging exercise and healthy food to prevent (excessive) overweight. 
We link this to the relationship between poverty and health. In 
addition, the encouragement of safe sex will receive an additional 
impetus in the next four years. 


The second problem is the increased incidence of teenage preg- 
nancies in Amsterdam. Having children at a very young age means 
a greater risk of complications in the development of the child. In 
addition, having children at a very young age has social conse- 
quences for the mother (for example dropping out of school), 
which could lead to unwanted health problems in the longer term. 
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Number of pregnancies (by 1000 girls) among girls aged 
14 t/m 16 years according to outcome, 1996-1998 
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Number of pregnancies (by 1000 girls) among girls aged 
17 t/m 19 years according to outcome, 1996-1998 
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Thirdly, the psychosocial problems among the young people of 
Amsterdam. Mild to serious psychosocial problems can result in a 
disturbed emotional development and dropping out of school, and 
with that to reduced chances of full participation in society. We 
devote specific attention to children who are victims or witnesses 
of domestic violence. Child abuse has a huge influence on the 
future development of a child (including behavioural problems), 
and has a great impact on society, so that additional attention is 
important. The mental health of the Amsterdam young people 
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does not involve only prevention and identification, but also access 
to adequate care. 


Third stage of life (20 - 54 years) 


Health problems 

As stated, a healthy lifestyle reduces the chance of major endemic 
diseases. Many of the Amsterdammers from 20 to 54 years of age 
could improve their lifestyles. Almost half of them smoke, they 
drink a lot (particularly native Amsterdammers), exercise too little, 
eat unhealthy food and a third of them are overweight (particularly 
Turkish and Moroccan Amsterdammers). Poverty plays a part here, 
too. Adults with less money more often display unhealthy beha- 
viour (more smoking, less exercise and unhealthier food). 

In addition, we see an increase in the number of cases of sexually 
transmitted diseases among Amsterdammers in this stage of life. 
There are also strong indications of an increase in unprotected se- 
xual contact and a rising number of people with a HIV infection, 
particularly among homosexual men 35 years of age and older. 
The total number of newly diagnosed cases of cancer in 
Amsterdam over a period of 10 years is about five percent higher 
than nationally. The number of new cases of cancer related to the 
use of alcohol and/or tobacco is remarkably high in Amsterdam. 
This is true of cancer of the mouth and throat and lung and larynx 
cancer. Cancer of the liver occurs noticeably often in men (75% 
above the national average). Cervical cancer occurs in Amsterdam 
women 60% more often than nationally, while lung cancer occurs 
70% more often among Amsterdam women. 


The incidence of diabetes (types | and II) is unevenly spread among 
the different population groups in Amsterdam. Amsterdammers of 
foreign origin (particularly Hindustani, Turks and Moroccans) suffer 
more often from this disease. 

Lastly, Amsterdammers report psychiatric disorders much more 
often than residents of the other large cities and the rest of the 
Netherlands. Mood and anxiety disorders, as well as alcohol and 
drug dependency, are significantly more common among 
Amsterdam adults. 

In this context, we note that socio-economic status influences the 
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health of the Amsterdammers. A lower socio-economic status iS 
generally coupled with an unhealthier lifestyle and more ill health, 
which is not only true for this stage of life. 


Lifestyle of inhabitants of Amsterdam according to 
ethic background, 1999-2000 
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In this stage of life, we see the largest numbers of Amsterdammers 
who belong to the known vulnerable groups. This concerns the 
estimated 4100 problematic heroin addicts, the approx. 2000 
homeless persons and the prostitutes. As indicated in Chapter 1, 
we will not devote specific attention to these vulnerable groups in 
this memorandum. There is sufficient existing policy available for 
these groups, or separate policy is being formulated. 


Themes for the next four years 

For this stage of life as well, the unhealthy lifestyles of the 
Amsterdammers deserve priority for the next four years. Regarding 
adults, we place the accent on quiting smoking, and promoting 
physical exercise and healthy way of life to prevent overweight. As 
for the young people, we devote specific attention to adults living 
in poverty. We will intensify the promotion of the practice of safe 
sex especially among men with homosexual contacts and 


FLL 5 cep 


xxx 


Healthy Living in Healthy Amsterdam 


Surinamese and Antilleans. 

In view of the large number of adult Amsterdammers who are 
faced with (mild) psychiatric disorders, we will give an impetus to 
the promotion of mental health for this group. 


Fourth stage of life (55 - 74 years) 


Health problems 

Far and away the majority of the Amsterdammers in this stage of 
life are healthy and still participate actively in society. As the years 
go by, increasingly more health problems occur. They are different 
in nature to those of the other stages of people's lives. This is con- 
nected mainly. with the complicated interactions of growing older, 
with changes in physical, psychological and social factors. In ge- 
neral, social activity decreases, while physical and psychological 
health problems start to play an ever increasing role in life. 

The average number of years of life without limitations is 54.8 for 
men and 50.8 for women. The main somatic disorders which will 
start playing a part are diabetes, coronary heart diseases, cancer, 
chronic respiratory ailments and locomotor system disorders. 
Dementia, depressions and anxiety disorders are the three main 
mental illnesses among older people. Elderly Turkish and 
Moroccan people often have chronic disorders and depressive dis- 
orders at a younger age (55 - 64 years) than older Dutch people. 
This expresses itself at a younger age as well in more problems 
with personal care and mobility limitations. Information is lacking 
for other groups of elderly foreign people. For native elderly 
Amsterdammers, this accumulation takes place at a later age. For 
instance, half of the native elderly people from 55 to 64 years of 
age do not yet have a chronic ailment. This is true of a third of the 
elderly who are 65 to 75 years of age. Eighty per cent of the native 
Amsterdammers who are 55 to 64 years of age and half of those 
from 65 to 74 years of age have not yet experienced any limita- 
tions. 


Theme for the next four years 

In the next four years, our Executive will pay special attention to 
the prevention and treatment of depressive disorders among 
Amsterdammers in this stage of life. 
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Fifth stage of life (75 years and older) 


Health problems 

The self sufficiency of the elderly in the activities of day-to-day life 
and household activities decreases with increasing age. Only a 
quarter of the Amsterdammers in this stage of life have not (yet) 
been faced with chronic physical and/or psychological disorders 
and only 25 - 35% have not (yet) experienced any limitations. 
Vulnerable groups of elderly people in this stage of life are those 
with a low income and elderly people living alone. The majority of 
the elderly have an income below average, which is evident from 
the study ‘Om - arm Amsterdam’ ['For Poor Amsterdam’). 
Furthermore, almost 4100 elderly households live in Amsterdam - 
the vast majority of whom are foreign — who, in addition to their 
incomplete old-age pension, receive a (special) social assistance 
benefit. This group of elderly people will only become larger in the 
next few years. There is also an increasing group of psychogeriatric 
elderly, and many very old people are faced with questions about 
the meaning of their lives. In this stage of life, we see only a very 
few foreign elderly people. The most common causes of death 
among elderly people are coronary heart diseases, strokes, various 
types of cancer and respiratory tract diseases. 
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Percieved quality of health and quality of life of inhabitants of Amsterdam, 
55 years of age and older (mean scores on SF-36, the higher the score, 
the better the percieved health), 1999-2000 


Physical Limitations in Social 
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Theme for the next four years 

Given the fact that elderly people with very complex care require- 
ments continue to live independently for an increasingly longer 
time, while self-sufficiency is reduced in the course of the years, a 
good eare chain is essentially important for them. In the next four 
years, we will contribute by way of health policy to a further optimi- 
sation of the accessibility and coherence of the different (primary 
care) facilities for health and welfare. Apart from that, a good care 
chain is also important for Amsterdammers in the other stages of 
life. Special attention in this regard requires the continuous avai- 
lability of sufficient primary healthcare. 


Other themes 


Besides the themes related to certain stages of life, in this memo- 
randum we devote attention to two matters that are not direct 
related to a specific stage of life. This concerns ‘gaps in care’ (for 
example, the imminent shortage of general practitioners) and 'city- 
wide thinking’ (facet policy and city districts). 
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Shortage of general practitioners in 2010 by city district 
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Shortfalls in care 


In Amsterdam, there are shortfalls in the care facilities in different 
areas and on different levels. Shortfalls exist where insufficient care 
or insufficient good care is available. A concrete example is the 
(imminent) shortage of general practitioners or nursing staff. We 
consider shortfalls to be present as well if certain care facilities are 
unable to provide the right or good quality care. In addition, short- 
falls in care mean the ‘gaps’ in care that occur between the diffe- 
rent domains / sectors of care. For example, between prevention, 
welfare, care and nursing, and then particularly in the transition 
from one sector to the others. The shortfalls then consist of poor 
connection, missed (additional) care / services, unclear responsibili- 
ties, inadequately qualified staff, poor information provision and 
different funding and legislation. This plays a part mainly for 
Amsterdammers who have to rely on assistance from different care 
sectors, for example the disabled. The policy for the disabled in 
relation to this is aimed at maintaining their health and the fullest 
possible participation in society. There is also a gap between the 
care facilities and elderly foreign nationals. Assistance providers 
have difficulty with this group and vice versa. The elderly foreign 
nationals have not prepared adequately for their old age in the 
Netherlands. They lack knowledge about diseases and treatment 
options. Language and communication problems play a part in 


fe 


xxx 


Healthy Living in Healthy Amsterdam 


this. Shortfalls also exist when intramural (hospital) care facilities are 
broken off (so-called extramuralisation), without being replaced by 
alternative care services / products or without other care facilities 


being adequately equipped to fill the (changing) need for care and 
assistance. 


MALE 


Finally, the accessibility of the facilities to the Amsterdammers also 
plays a part in this. The municipality is not directly responsible for 
the organisation of care and nursing in the city. However, the 
Amsterdammers do hold the city responsible if problems occur in 
the availability and accessibility of care and nursing facilities. In this 
context, the organisation of crisis services as started in Amsterdam 
sets a good example for chain management. In the next four years, 
our Executive will continue to intensify the connection between the 
different sectors in and round care. Naturally in cooperation with 
the city districts, care providers and care insurers. 


City-wide thinking 


Facet policy 

Many policy areas in the Municipality of Amsterdam interface with 
health, as illustrated in Chapter 1. They influence — for better or 
worse — the health of Amsterdammers. City-wide thinking lends 
itself for making choices from different policy areas for what is best 
for the city. No problem can be solved from a single area. The pit- 
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fall of this type of thinking is, however, that it can get stuck in a 
paralysing debate over coherence; everything is connected to 
everything else, and where should we start? We can better make 
efforts where we can achieve results. For the next four years, we will 
therefore make a choice for more intensive connection and co- 
operation between the spatial planning and public health sectors. 
This choice is based on the fact that spatial planning Is an area that 
has great influence on the health of Amsterdammers. How we deal 
with our public space has consequences for health. This concerns 
air and noise pollution as a consequence of traffic arteries and par- 
ticularly the location of these traffic arteries in relation to built-up 
areas. Traffic safety is, of course, also an indispensable aspect. In 
addition, we have pointed out that the connection between the 
care and social sectors and the planning practice of the spatial 
planning sector is not yet optimal. This puts the availability of care 
and social facilities in a district at risk when zoning plans are made. 
Investments must be made in this. In addition, health can have a 
strengthening effect on policy choices and offers an additional 
argument which should be used. The purpose of this more inten- 
sive cooperation is to make sound choices in spatial planning poli- 


cy. 


City Districts 

By definition, city-wide thinking means cooperation between the 

central city and city districts. City districts are very important as 

partners in health. Naturally, they play a part in sport, housing, 

environment and spatial planning, all of which have an influence on 
@ii\i\ Li) iiilit 

ie 


_ f ia a 
| lid |. co en i ae ay eo 
AM) eke seule, » Ber * SOATT A 


clit ii |® 


” - 
Thin i 
ti ht | i 
Wa ti LHI 11 | 


-” -” 


Healthy Living in Healthy Amsterdam 


health. Moreover, care is a new policy area for city districts, in which 
they are undertaking more and more activities. It is very important 
to support the city districts in doing so, to enable them to become 
familiar with this area and be effective. The transfer of expertise 
and improvement in the provision of care services by central servic- 
es to city districts will be important in the next four years for the 
City of Amsterdam as a whole. We will, of course, take account of 
the existing needs of the city districts in this regard. 
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Chapter 3 


Towards a healthier lifestyle: activities 
for the next four years 


Approache in Amsterdam 


The major health problems in Amsterdam, as outlined in Chapter 
2, are a guideline for our Executive for municipal public health poli- 
cy. In the next four years, we will focus on the youth in Amsterdam, 
where, from the life course perspective, the most gains in health 
can be achieved for the future. This also applies to the method: we 
will concentrate mainly on prevention, the prevention of health 
problems instead of intervention at the end of the (problem) chain. 
We are looking for partners in the implementation and funding of 
this approach; we cannot and do not want to do this on our own. 
Better and more significant results can be achieved by strengthe- 
ning the cooperation and coordination between municipal services, 
but also by taking responsibility together with care providers and 
financiers. In one case, the municipality will actively carry out mea- 
sures itself, and in another case, it will direct and facilitate the solu- 
tion to the health problem. Municipal activities for which funds 
have not yet been reserved will be part of the regular total consi- 
derations of the budget debates in the period 2004 - 2007. At the 
end of the four-year period, the approach will be evaluated. Where 
possible, the effects will be indicated. After two years, we will pu- 
blish a progress report. At the end of this Chapter, you will find a 
summary of the intended policy measures. 


Concrete activities and financial consequences 
for 2004 - 2007 


Below, we list the activities that will be undertaken to solve (some) 
of the health problems identified. They have been clustered, apart 
from the stage of life, to avoid overlap. Concrete objectives have 
been formulated as far as possible. Policy is split into: existing poli- 
cy, deficiencies in policy and strengthening or use of new policy. 
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We also state who is or are responsible for the activity in question, 
and for new activities we indicate the financial consequences as 
well as the source of the funding. 


A healthy start for children 


Objective: 

Our Executive has set the goal of reducing the health problems 
relating to pregnancy and birth (including the high infant mortality 
rate). 


Current policy and activities: 

With the current parent-child care, we carry out a large number of 
activities that are successful and should be maintained: the high 
degree of vaccination, the benefits of prenatal screening, preven- 
tion of cot death. 

A large-scale survey has been started by the Amsterdam Municipal 
Medical and Health Service (GG&GD) in collaboration with the 
AMC (Academic Medical Centre of the University of Amsterdam) 
and the Vrije Universiteit Medical Centre into the underlying causes 
of the increased incidence of unfavourable pregnancy outcomes in 
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Amsterdam. The purpose of this survey is to gain insight into the 
determinants of the unfavourable pregnancy outcomes, with spe- 
cific attention for the role of the mother’s way of life during preg- 
nancy. The initial results of this survey are expected in 2005. 


In addition, the quality of the care during pregnancy and birth is 
important. Many problems in the organisation and quality of this 
care have to do with the coordination of care and guidance, partly 
because many care providers are involved in this. For the foreign 
groups, cultural differences are the main obstacle to an optimum 
parent-child care. These problems are being tackled by developing 
a concept of organisation and quality in the care relating to preg- 
nancy and birth: the parent-child centre as an easily accessible 
neighbourhood facility. This is where the health problems identified 
in this stage of life are treated in their entirety. The cooperating 
partners in the parent-child centre are: the obstetricians and mid- 
wives, maternity care, Amsterdam Municipal Medical and Health 
Service and Amsterdam Home Care, with consultation offices, the 
providers of upbringing support and development stimulation 
(including the Amsterdam Youth Care Agency, Prevention 
Department). Incorporating all functions in one building, where 
coordination and cooperation can take place optimally, is the goal 
of this policy. In the Administrative Agreement on City Districts 
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2002 — 2006, it is stinulated that parent-child centres must be ope- 
rational in all city districts by the end of 2006. The city districts are 
responsible for the direction and organisation of parent-child cen- 
tes; 


Deficiencies: 

There is insufficient knowledge about the causes of the increased 
incidence of unfavourable pregnancy outcomes in Amsterdam. The 
way of life during pregnancy is presumed to play a part in this. 

The introduction of parent-child centres in all city districts of 
Amsterdam is running according to plan. However, the organisa- 
tional and substantive coordination of tasks and activities has not 
yet been fully developed and concerns matters such as: agree- 
ments on the transfer of client data and uniform file compilation, 
agreements on uniform health information, agreements regarding 
overlapping tasks, such as upbringing support, referral to more in- 
depth types of assistance and agreements on uniform, unambigu- 
ous and systematic data collection. The coordination and coopera- 
tion with other agencies that have to do with young children and 
their parents can be improved as well. This concerns institutions 
such as childcare centres, playgroups, primary schools, welfare 
work and the police. Lastly, attention is necessary for an adequate 
organisation structure. 

In child-parent care, particularly maternity care, there is a shortage 
of carers. This impairs a good guidance and support of mother and 
child in the first days after the birth. This certainly impairs the provi- 
sion of information about (breast) feeding and care. The deficien- 
cies outlined here particularly affect the group of foreign women. 
There are very few suitable and available buildings in Amsterdam 
to house a parent-child centre. In particular, the accommodation of 
all parties involved in one location is essential for a good integra- 
ted approach to parent-child care. 
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Activities for the next four years: 
Our Executive proposes the following activities: 


e The outcomes of the survey by the Amsterdam Municipal 
Medical and Health Service in cooperation with the AMC and 
VU into the causes of the increased incidence of problems du- 
ring pregnancy and birth will not only give insight into the 
causes, but these results will also provide reference points for 
the development of prevention activities. Proposals will be 
made to this effect in 2005, based on the initial results. 


e¢ = In 2006 parent-child centres must be developed in all city dis- 
tricts. Preferably with all functions within the walls of the same 
building. A tight direction is important for this. A project plan 
for this was developed and adopted in the spring of 2003. Our 
Executive will, of course, expressly monitor its progress, 
together with the city districts. 


e For an effective and efficient organisation regarding pregnancy 
and birth in the form of parent-child centres, the uniformity of 
many tasks and activities is indispensable. This should include 
systematic gathering of information, client file formation, coor- 
dination of overlapping tasks, further development of proto- 
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cols, referrals and so forth. The development and introduction 
of a child's growth record from -9 months to 12 years can partly 
provide for this coordination. Further agreements on this will 
be made between all those involved in the parent-child cen- 
tres, whereby attention will also be paid to the care chain out 
side the parent-child centre. 


In addition, we will include the funding of the following activity in 
the 2004 budget debates: 


¢ Given the specific problems of foreign mothers and children, 
additional efforts will be made to reduce the lag in the health 
of babies and young children and improve parents’ know- 
ledge. This will be done by deploying information counsellors 
from the parents’ own culture and language background within 
the structure of the parent-child centre. They will be able to 
give individual information, but also group information, with 
the accent on the cultural aspects in relation to the health of 
mother and child. They can also act as intermediaries for the 
other care providers at the parent-child centre. The use of 
bilingual-bicultural information counsellors has proved success- 
ful, which is evidenced, for example by vaccination before tra- 
vel to the country of origin and the reduction of infant mortali- 
ty during the stay in the country of origin. 


Responsibilities and partners: 

The Amsterdam Municipal Medical and Health Service is responsi- 
ble for conducting the survey into the problems concerning preg- 
nancy, birth and way of life. The municipality and city districts are 
jointly responsible for the further development and construction of 
the parent-child centres. 

The partners involved in the parent-child centres are responsible 
for further coordination of the care for mother and child. The use 
of bilingual-bicultural information counsellors takes place on the 
responsibility of the parent-child centres from the Amsterdam 
Municipal Medical and Health Service. 


Funding: 


The survey into health problems relating to pregnancy and birth 
has largely been provided for in the next four years. An additional 
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subsidy application is still being processed by AGIS 
Zorgverzekeringen. The development and construction of parent- 
child centres has been provided for through municipal funding. 
Within the parent-child centres project, we are developing an 
accommodation plan. The increase in fulltime bilingual-bicultural 
information counsellors in the parent-child centres by 7.0 FTE will 
cost € 329,000 annually, starting in 2004 - 2007. 


Healthy lifestyles 
1. Less smoking, less alcohol and fewer stimulants 


Objective: 
Our Executive has set itself the goal to develop an active anti-sti- 
mulant policy and work out its approach in a memorandum. 


Current policy and activities: 

At present, Amsterdam has not developed any policy explicitly 
related to smoking. The municipality follows national policy and 
Carries Out activities in that context in so far as they apply to the 
municipal government. However, there is the memorandum 
‘Alcohol in Amsterdam’, which formulates concrete activities to 
reduce (excessive) alcohol use. Naturally, not only the prevention of 
health risks from excessive alcohol use is important, but also the 
prevention of health problems due to the use of other substances, 
such as cannabis and party drugs (XTC, GHB and suchlike). In the 
following, the focus will be on smoking, prevention of passive 
smoking by infants and toddlers and the prevention of smoking 
during pregnancy, which are activities that can be carried out in the 
parent-child centres. During the first home visit, the juvenile health- 
care nurses devote attention to the prevention of smoking in the 
vicinity of infants and young children (on the indication that one or 
more family members smoke). Information aimed at young people 
to prevent them from starting to smoke and at adults to convince 
them to stop smoking is provided nationally by the Netherlands 
Institute for Health Promotion and Disease Prevention (NIGZ), the 
Trimbos Institute and STIVORO: for a smoke-free future (a collabo- 
ration of the Dutch Heart Foundation, the Queen Wilhelmina Fund 
and the Asthma Fund). 
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This involves, for example mass media campaigns, by way of televi- 
sion spots and posters. Information can be found on the Stivoro 
website about smoking and personal advice can be obtained for 
support in stopping smoking. For groups 7 and 8 of primary educa- 
tion, Stivoro has put together a teaching package to make children 
aware of their own attitude towards smoking. The extent to which 
this is suitable for Amsterdam schools with many foreign pupils has 
not been investigated. Nor is it known to what extent this teaching 
package is used in primary education in Amsterdam. Stivoro has 
also published a brochure intended for parents of adolescents, 

with advice on how parents can make their children’s smoking 
behaviour discussible. For secondary education, both the Trimbos 
Institute and Stivoro have developed teaching packages. In 
Amsterdam, the municipality uses the teaching package developed 
by the Trimbos Institute. This package (‘Gezonde School and 
Genotmiddelen’ [healthy school and stimulants]) is implemented at 
VMBO (pre-vocational secondary education) schools by the 
Amsterdam Medical and Health Service in cooperation with 
Jellinek Prevention. This project is not only aimed at the prevention 
of smoking, but at the (sensible) use of stimulants in a broad sense. 
In addition, Stivoro gives schools the opportunity to take part in 

the Smokefree Class Competition (‘Actie Tegengif’). This project is 
a classic non-smoking contest for the first and second forms of se- 
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condary education and is held in sixteen European countries. 

For adults, there are courses in quiting smoking, which are provid- 
ed for example by Amsterdam Home Care and Jellinek Prevention, 
while the Slotervaart Hospital has a polyclinic that supports 
patients in stopping smoking. Stivoro conducts a national cam- 
Paign aimed at preventing smoking in the immediate vicinity of 
children. Through Dutch and European regulations, a ban is in 
force on tobacco advertising and sponsoring of events by the 
tobacco industry. Texts on the packages of smoking articles are 
meant to discourage the smoker from smoking. 


Deficiencies: 

At present, there is no coherent municipal policy with respect to 
stimulants. As far as smoking is concerned, the systematic imple- 
mentation and presentation of the programme ‘Gezonde School 
and Genotmiddelen’ has only reached a small number of 
Amsterdam secondary school pupils. Smoking has serious conse- 
quences for health at both young and older ages. The younger 
children start to smoke, the more often they keep on smoking. 
Therefore, it is important to intensify the activities aimed at pre- 
venting Amsterdam young people from starting to smoke in the 
coming period. 

It is known that a large group of adult smokers want to stop smo- 
king, but need support in doing so. The current capacity of support 
activities is inadequate. General practitioners can play a supporting 
role in the ‘minimal intervention strategy’(MIS), which has proved to 
be effective. However it is not known how active they actually are in 
doing this. Sufficient information is still lacking on foreign nationals 
on the determinants of smoking, and therefore effective interven- 
tion programmes as well. 

An integrated stimulant prevention policy is lacking which would 
allow the prevention of health problems due to smoking, excessive 
alcohol use and use of other stimulants to dovetail better with each 
other. 


Activities for the next four years: 
Our Executive considers it important, in view of the great harm to 


health caused by smoking, alcohol and drugs, to devote additional 
attention at city level to the prevention of smoking and protection 
of non-smokers, prevention of alcohol use and prevention of the 
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use of other substances, such as cannabis and party drugs. 


¢ Drafting a memorandum on stimulants aimed at a coherent 
policy for the prevention of smoking by the youth of 
Amsterdam and aimed at supporting smokers in stopping 
smoking and the protection of non-smokers, and for the pre- 
vention of the (excessive) use of alcohol and other stimulants. 
Within a year, our Executive will make proposals for a package 
of measures. The implementation of this memorandum will 
start in 2005. 


In addition, there are two concrete activities for which insufficient 
funds are still available, which we will include in the 2004 budget 
debate: 


e Intensification of the implementation and execution of preven- 
tion projects aimed at young people which have proved effec- 
tive (for example ‘Gezonde School and Genotmiddelen’). 


e Stimulation of the (further) implementation of prevention activi- 
ties aimed at smoking, alcohol and stimulants by primary and 
secondary education. 


National organisations are expected to develop new prevention 
activities in the short term, aimed at parents. Recent research has 
shown that parents have greater influence on whether or not their 
children start smoking than their own peers. Within a year, further 
results will be available of a study into the determinants of smoking 
among Turks and Moroccans. Our Executive will follow these deve- 
lopments and, if necessary, develop its own activities in this area 
(for example inclusion of the topic of smoking in existing courses in 
upbringing support or specific activities aimed at groups of foreign 
Amsterdammers). Stivoro has already offered to cooperate with the 
municipality in carrying out prevention activities. 


Responsibilities and partners: 

The municipality bears the responsibility for forming a coherent 
smoking policy. 

The Amsterdam Municipal Medical and Health Service and Jellinek 
Prevention are responsible for stimulation and further implementa- 
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tion of prevention programmes in education, including the pro- 
gramme ‘Gezonde School and Genotmiddelen’. 


Funding: 

On the basis of the Public Health (Preventive Measures) Act 
(WCPV), the municipality is responsible for the prevention policy 
concerning smoking. The preparation and drafting of the anti-sti- 
mulant memorandum will take place within the current establish- 
ment of the Amsterdam Municipal Medical and Health Service 
(GG&GD). In anticipation of the smoking policy memorandum, it 
will be examined during the coming 2004 budget considerations 
whether a sum of €58,200 can be reserved annually in the coming 
period for further implementation of the programme ‘Gezonde 
School and Genotmiddelen’, starting in 2004. This was not yet pro- 
vided for in the context of the alcohol policy memorandum. 

For new activities or further expansion, our Executive will seek to 
cooperate with national organisations, whereby the possibility of 
co-funding will be explicitly included. 


2. Less overweight; healthy food and enough exercise 


Objective: 

Our Executive has set itself the goal at least to stabilise overweight 
among the youth at the current level and to reduce it among for- 
eign adults (Turkish and Moroccan women), and to see to it that at 
least 50% of the youth meet the standard for healthy exercise. 


Current policy and activities: 
Overweight is caused by two important factors: too much 


(unhealthy) food and too little exercise. With respect to food, the 
municipality's role is limited to screening risk groups for overweight 
in the context of youth health care. Cooperation in relation to over- 
weight will also take place in the weight loss course for fat children, 
where the dietetics department of Amsterdam Home Care, to- 
gether with the Youth Health Care section of the Amsterdam 
Municipal Medical and Health Service in Amsterdam West organi- 
ses gatherings to support children in losing weight. 

Regarding sport and exercise, our Executive gives shape indirectly 
to the prevention of overweight by promoting the stimulation of 
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exercise and developing sport policy. In the youth sport project 
‘Jeugdsport in beweging’ the stimulation of physical exercise 
among primary school pupils takes place in the gym class, where 
they become acquainted with a certain branch of sport, and they 
visit the neighbourhood sport club. Pleasure in sport and exercise 
is first and foremost, but this also helps to prevent overweight. 
Secondary education students are also stimulated by giving them 
the opportunity to engage in sport at or near the school 
(‘Topscore’ project). 

In the Sport Stimulation memorandum, which will be adopted at 
virtually the same time as this memorandum, we do our best to 
stimulate sport by way of the whole of measures, actions and activi- 
ties intended to acquaint people with and have them participate in 
sport and exercise activities. The goal is to interest the 
Amsterdammers in regular participation in sport and to facilitate 
these sport activities. In concrete terms, this means that policy will 
be formed on the development of the sport continuum and the 
relationship between sport for all and education. In the sport me- 
morandum, it is recognised that sport has a direct influence on a 
person's fitness and health. An active lifestyle promotes health. 
Bringing sport possibilities to the attention of children is very 
important in this regard. This is done by making sport facilities 
accessible and financially possible (see also Poverty and Health). 

In addition, there is ‘Youth, sport and exercise’, a two-year intensive 
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project, that brings many sport possibilities in Amsterdam to the 
attention of the Amsterdam youth. This will be implemented at 
several primary schools. 


Deficiencies: 

With respect to food, the municipality has limited funds to stimu- 
late people to buy healthy food and develop healthy eating habits. 
This is mainly an aspect of people's private lives. It can, however, 
see to it that in the policy on the establishment of small and medi- 
um-sized businesses, a varied supply of shops is pursued, and that 
the establishment of a snack bar in the vicinity of a school should 
be limited as far as possible by using permits as a tool. At (public) 
schools, the municipality can devote additional attention in its edu- 
cation policy to projects aimed at providing information and the 
use of healthy food and food products in the canteen. School 
boards can be stimulated to include this in the curriculum as part 
of the school health policy. 


Therefore, youth health care (parent-child care and school health 
care) plays a significant part in the screening of children for over- 
weight, namely by distinguishing risk groups and giving them spe- 
cific advice. In addition to this existing individual prevention by gi- 
ving advice on upbringing and food to parents, the possibility of 
collective prevention for children at schools or sport clubs has not 
yet been used sufficiently. 

In this way, the efforts to prevent overweight take place in relation 
to more exercise and healthy food, with additional attention for 
specific groups. It has become evident in particular that low socio- 
economic classes and foreign nationals are a risk group and face all 
kinds of obstacles. These are, for example: unfamiliarity with sport 
as a cultural expression (no sport culture / club culture), through 
which they are less likely to become members of a sport club, and 
a culture-specific barrier, for example among women, who do not 
go to a sport club or mixed sports just like that. The stimulating of 
sports for foreign nationals should receive more attention at sport 
clubs and associations. This may require the support of a more 
multicultural practice of sport, and the attraction of foreign groups. 
To encourage participation in sport and exercise, it is important to 
have facilities close to home. The possibility of facilities and activi- 
ties in the neighbourhood or city district should be used more. 
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Knowledge about this should be available at the city district office 
or community centre. For this purpose, projects should be brought 
closer to the people. The coaching and support of volunteers and 
trainers is important as well, certainly if they work with more difficult 
groups. Pleasure in sport is first and foremost, and not discipline or 
competition. 


The municipality also has a responsibility with respect to the orga- 
nisation of public areas (see also Chapter 2, City-wide thinking). 
The built-up and green surroundings are not yet sufficiently used 
for the possibility of sport and exercise. In consultation with the 
Spatial Planning Department and the city districts, these should be 
made exciting and challenging. Aimed at use of the possibilities by 
different age groups, who do not get in each other's way. 
Preferably as close as possible to the children’s homes. This means 
that besides the official sport facilities (sport fields, empty lots and 
so forth), green areas can be considered which can be organised to 
look ‘inviting’. Old buildings or ‘wasted’ spaces in the city can also 
serve this purpose. 


Activities for the next four years: 


e Our Executive will make a specific and active effort to prevent 
overweight through activities in relation to food and exercise. 

e Youth Health Care, from parent-child care, will devote atten- 
tion to screening for risk factors and identifying overweight in 
children. School healthcare will provide collective prevention 
for schools. 

e Youth health care, in cooperation with Amsterdam Home Care 
and the city districts, will develop a campaign aimed at 
(un)healthy food and reduction of inactivity among young 
people. 

e The memorandum ‘Stimulating Sport’ devotes attention to 
sport and the stimulation of exercise, partly to prevent over- 
weight. Special attention should be given to foreign nationals 
(especially Turkish and Moroccan women) and projects in the 
neighbourhood /city district. 

e The Amsterdam Municipal Medical and Health Service will do 


research into the factors that play a part in causing overweight 
in foreign groups. 
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Our Executive will, in addition, consider the problems and 
approach to unhealthy food and products in the canteens at 
schools. The purpose is to stimulate the development of a school 
health policy as part of the school curriculum and, more specifically, 
to start a pilot project with the provision of hot meals at schools. 


Responsibilities and partners: 
Youth Health Care is responsible for screening for risk factors and 


identifying overweight in children. It is also responsible for deve- 
loping the proposed campaign in cooperation with the city di- 
stricts, Amsterdam Home Care and the paediatric medicine net- 
work of the Hospital section of the SIGRA (Alliance of Healthcare 
Institutions in the Amsterdam Region). The city districts and central 
city are responsible for implementing the memorandum 
‘Stimulating Sport’. 


Funding: 
Activities aimed at food will mostly be funded within the existing 


resources of the city districts for youth health care. Activities aimed 
at sport and exercise mainly come under sport policy. For the infor- 
mation campaign, additional funding will be sought for 2005, 
together with the partners. For research into the cultural factors 
that cause overweight, an external subsidy has been applied for. 
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3. Safe sexual behaviour 


Objective: 
Our Executive sets the goal that more Amsterdam young people 


will have the necessary knowledge and skills regarding safe sex, 
and will be stimulated to practise safe sexual behaviour. The 
absolutely small, but relatively large number of teenage pregnan- 
cies must be reduced by twenty-five per cent. Our Executive also 
sets itself the goal of measurably reducing newly diagnosed cases 
of sexually transmitted diseases and HIV infections, with the level of 
the first half of the nineties as the reference point. 


Current policy and activities: 
Through national mass media campaigns for young people, in the 


media and in situations where sexual contacts can take place more 
easily (for example during holidays or going out), attention will be 
focused continuously on the importance of safe sex. The national 
campaigns will be provided by the STD Foundation. In addition, 
specific information activities will be carried out in Amsterdam. This 
will be done by the Amsterdam Municipal Medical and Health 
Service (GG&GD), aimed especially at foreign nationals, clients of 
the STD polyclinic and prostitutes, and the Schorer Foundation, 
aimed at men with homosexual contacts. There will be close co- 
operation with the national STD Foundation and the AIDS Fund. 
For secondary education, the STD Foundation has developed the 
teaching package ‘Lang leve de liefde’ (‘Long Live Love’). This pro- 
ject stimulates the sexual education of young people in the 2nd 
and 3rd forms of secondary education. The teaching package 
devotes attention, for example to the importance of safe sex, but 
also to anticonception. In Amsterdam, the teaching package is 
implemented at pre-vocational secondary (VMBO) schools. This 
programme will reach two thirds of the target group in Amsterdam. 


In Amsterdam, sexually transmitted diseases are fought by way of 
the STD polyclinic of the Amsterdam Municipal Medical and Health 
Service, general practitioners and the dermatology departments of 
the AMC and VUMC (Free University Medical Centre). A conside- 
rable number of the consultations in Amsterdam take place in the 
freely accessible STD polyclinic. 


ee 


Healthy Living in Healthy Amsterdam 


Deficiencies: 

The increase in sexually transmitted diseases (STD) and HIV in 
Amsterdam is a cause for concern. The current preventive informa- 
tion and measures no longer appear to be sufficiently effective. A 
possible explanation for the increase in STD and HIV is that the 
experienced threat of HIV / AIDS has diminished because effective 
— but not curative — antiretroviral medicines are available. It is clear 
that new preventive measures have to be developed, aimed parti- 
cularly at (foreign) young people and homosexual men aged 35 
and over. Strengthening and streamlining of the various preventive 
interventions and the municipal coordination of subsidies is nee- 
ded. New media will also be employed to do this. A central direc- 
tor's function is necessary to achieve mutual coordination and 
bundling of actions by the partners involved, and organise preven- 
tion in an effective manner. In addition to primary prevention 
aimed at changing behaviour, the strengthening of secondary pre- 
vention (actively detecting infections, systematically warning the 
partners of patients) would contribute significantly towards redu- 
cing the spread of STD and HIV. 


With respect to sexually transmitted diseases and teenage preg- 
nancies among young Surinamese, Antilleans and Ghanaians, the 
existing preventive interventions do not appear to be adequately 
tailored to these groups of young people. Evaluation of the project 
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‘Lang leve de liefde’ (‘Long Live Love’) shows positive effects which 
are important for safe sexual behaviour. However, these are short- 
term effects. To maintain and strengthen the effects, a follow-up 
should be given in the higher forms. An approach is being deve- 
loped in which Surinamese and Antillean parents are supported in 
bringing up and informing their children about sexuality (a project 
funded by the AIDS Fund). This can also have positive effects on 
the prevention of teenage pregnancies. 

A different approach is client-oriented counselling, in which infor- 
mation and advice interviews are held on an individual level with 
clients who come in for STD examinations or an HIV test. With 
respect to HIV, more attention should be given to stimulating tests 
for HIV among risk groups and counselling for HIV positive people. 
A condition for this approach is an expansion of the STD polyclinic. 
The current capacity, which is already inadequate, will not allow 
this. According to estimates, at present, each year 4 to 5 thousand 
visitors of the freely accessible polyclinic of the Amsterdam 
Municipal Medical and Health Service cannot be admitted because 
of the current capacity. Given the fact that it is difficult for these 
patients to go elsewhere, this problem deserves much attention. 


Activities for the next four years: 


Our Executive will anticipates the following activities: 


e The strengthening and streamlining of the various preventive 
interventions aimed at young people, especially continuing, 
and where possible extending, the use of the teaching pack- 
age ‘Lang leve de liefde’. 

¢ The development of a project aimed at supporting parents of 
Surinamese, Antillean and Ghanaian young people on the 
theme of upbringing and sexuality. 

e Expansion of the STD polyclinic. 

¢ Stimulation of secondary prevention: further development of 


the active testing policy and systematic warning of the partners 
of STD / HIV patients. 


In addition, there are the following concrete activities for which no 


funds are available as yet, which we will include in the 2004 budget 
debates. 
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e The further development of new media to be used in the area 
of the prevention of sexually transmitted diseases and the pro- 
motion of safe sexual behaviour. 

¢ Implementation of client-oriented preventive counselling of 
polyclinic visitors with an increased risk of STD and HIV. 


Responsibilities and partners: 

The municipality bears responsibility for both the strengthening of 
the prevention policy aimed at safe sex among young people and 
homosexual men and the fight against sexually transmitted dis- 
eases. The municipality is also responsible for initiating and carry- 
ing out local prevention projects. It expects the relevant partners 
(HIV and STD associations, AIDS Fund, Schorer Foundation) to take 
an active part.in this, and will contact them to this effect. 


Funding: 

In the coming 2004 budget debate, we will consider the following. 
For the development of new media, € 100,000 is required once only 
in 2004. The State is responsible for funding the expansion of the 
STD polyclinic. We are now in close contact with them. € 105,000 is 
needed annually to fund the strengthening of the preventive inter- 
ventions aimed at clients of the STD polyclinic (counselling, two 
nurses, 4 years). 
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Poverty and health: youth and the elderly 


Objective: 
Our Executive has set itself the goal to increase the range of (finan- 


cial) resources to fight poverty and, in that way, also to help stimu- 
late healthy lifestyles among the youth and elderly of Amsterdam. 


Current policy and activities: 
The Municipality of Amsterdam pursues an anti-poverty policy, for 


example by facilitating the possibility for children from families and 
elderly people who live on a social minimum to participate in soci- 
ety. 

For the youth, education and training are important factors in pre- 
venting poverty in later stages of life. It is important to motivate 
young people to complete their education, and to prevent truancy 
and dropping out. 

Various facilities exist which are intended to promote the participa- 
tion of Amsterdammers who live at or near the social minimum, 
such as the city pass. The city pass can be used to obtain discounts 
on participation in all kinds of sport, cultural and educational activi- 
ties. To increase the use of the city pass by young people, they are 
being approached by direct mail. The activities on offer are sent to 
them at home in their own name during the various school holi- 
days. This achieves a significantly higher response, precisely from 
Turkish and Moroccan young people as well, than just publications 
in the Stadsblad. Work is also being done on a more varied supply, 
with activities aimed specifically at this target group. This appears 
to be less effective than the mailings. 

In addition, the municipality, in cooperation with AGIS 
Zorgverzekeringen, has developed two types of supplementary 
insurance policies which improve access to the part of the care 
which is not included in the standard package of the national 
health insurance fund. Some health costs can be reimbursed from 
the special assistance funds. For people who need such a reim- 
bursement year in year out due to a chronic disease or disability, a 
separate scheme has been developed which frees them from a lot 
of bureaucratic red tape. 
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Deficiencies: 

Although the easily accessible application procedure and the auto- 
matic extension of rights have borne fruit, especially Turkish and 
Moroccan families do not yet make optimal use of the facilities for 
relieving the poverty situation, including the city pass. The options 
available with the city pass could be brought more in line with the 
needs of especially (foreign) young people. The facilities are still 
not sufficiently within reach of the elderly, in view of the undercon- 
sumption of financial compensation schemes by elderly people 
with a low income. 


Activities for the next four years: 


Our Executive proposes the following activities: 


¢ Improvement of the link between the supply and demand of 
the interventions to support of families and people over 65 
who live in poverty. 

e Strengthening the role of Youth Health Care in identifying 
poverty problems among the youth. About 90% of the youth in 
Amsterdam are under the care of the Youth Health Care 


x Department. An ideal opportunity to bring facilities to the 
attention of the parents. First of all, information on facilities for 
x persons with an income below poverty level will be available at 


these agencies. Furthermore, the ‘forms brigade’ of Social 
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Services will hold consultation hours at the parent-child cen- 
tres. This will be set up first in the form of a pilot. 

e This approach will be explained further in the preliminary 
advice on the memorandum by Council member Bruines, enti- 
tled ‘Amsterdam Youth and Poverty’, which will appear this 
year. 


Responsibilities and partners: 
The municipality is responsible for policy relating to the elimination 


of poverty and therefore for further improvement of the link 
between supply and demand in this area. 

The Youth Health Care Department is responsible for identifying 
poverty among the youth and referring them to adequate assis- 
tance. To optimise this, they will cooperate with Social Services. 


Funding: 
Cover will be found in the poverty budget. The identification func- 


tion of Youth Health Care will be funded from the regular resources 
for tailor-made youth health care. 


Reducing psychosocial problems 
1. Strengthening preventive mental health care 


Objective: 
Our Executive sets itself the goal: 


¢ To improve the identification of psychosocial problems among 
the youth in Amsterdam and the link to care (chain manage- 
ment); 

e To strengthen the prevention of mental health problems 
among adults and elderly people in Amsterdam. 


Current policy and activities: 

The framework of the Youth Care Act (Wet op de jeugdzorg) is the 
guideline for tackling psychiatric problems in children and young 
people. This Act, which is expected to be introduced on 1 January 
2004, regulates, on the responsibility of the Amsterdam Regional 
Body (ROA), reports, screening, diagnostics, indications and the 
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right to care to which children and their parents or guardians are 
entitled. In the past three years, the ROA has set up a Youth Care 
Agency for the region, that provides youth protection and care for 
mildly mentally disabled children, for both psychosocial and psychi- 
atric problems. In the last two years, the number of children and 
young people (and their parents and guardians) who use the 
Agency has risen from 8,000 to almost 15,000. Sixty per cent of the 
children belong to the foreign population. Through adequate 
screening, the Agency has been able to provide almost four thou- 
sand children with care, without having to rely on the more in- 
depth indicated forms of care. In addition to and in close coopera- 
tion with the Agency, three mental health care institutions are 
active, which provide care to another two thousand young people. 


These core activities in youth care are surrounded by a flanking 
policy, in which the municipality and city districts have made agree- 
ments on priorities in the link between local youth policy and the 
Agency's work. Participation in the care structure, consultations and 
direct referral has been arranged with all collaborations in primary 
education and all secondary schools. The Amsterdam Municipal 
Medical and Health Service (GG&GD) has the task of supporting 
the youth care system through early identification of psychosocial 
problems, and finding, developing and maintaining the somatic 
component in care programmes. At present, together with the 
ROA, they are testing an early identification instrument for its 
usability and validity. The Youth Safety Net Department of the 
Municipal Medical and Health Service has set up an experiment, in 
cooperation with the police (neighbourhood directors), the Youth 
Care Agency, the ROA and the Social Development Department, 
to see whether there are new ways to identify and support children 
and families which have withdrawn from all existing interventions. 
The three Dutch Mental Health Care Association (GGZ) institutions 
in Amsterdam, each individually, provide programmes aimed at the 
prevention of psychosocial problems in adults and the elderly. In 
addition to these institutions, General Social Work carries out such 
activities. Both the Dutch Mental Health Care Association institu- 
tions and General Social Work are organised regionally in 
Amsterdam. The Amsterdam General Practitioners Association has 
made efforts to strengthen the coherence between general practi- 
tioners care and mental health care. 
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Deficiencies: 

Despite the increase in the number of young people who use the 
services of the Youth Care Agency, there are still long waiting lists. 
On 1 January 2003, 450 children had to wait more than 45 working 
days for the start of a care process. 

The Regional Body has made it known that it considers a connec- 
tion with the activities of youth health care necessary in terms of 
identification and referral. That cooperation has already been 
arranged by way of the care structures in education. With the 
establishment of parent-child centres, there will be a new possibili- 
ty to connect both policy fields. Extending the connection with the 
parent-child centres and evaluation of the Youth Safety Net experi- 
ment are two promising ways to bring about intersectoral cooperea- 
tion in the coming period. 

Amsterdam has a multicultural young population. Youth Health 
Care is still inadequately equipped to be able to offer the right, tai- 
lored assistance to the group of foreign young people. Precisely 
the services offered within the walls of the institutions have too 
high a threshold for this group of young people. 

At present, the prevention activities aimed at adults and the elderly 
in Amsterdam are too fragmented. The providers of these activities 
indicated the need to bring about more coherence in this area. 
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Activities for the next four years: 

e — Strengthening the identification of psychosocial problems 
through (parent-child centres of) youth health care and 
schools. Within 4 years, a balanced network must have been 
formed of identification, referral and assistance, with the co- 
operation of all organisations involved (chain management). 

e¢ = |n addition to individual identification, Youth Health Care will 
have to develop more collective prevention activities in the 
area of youth mental health (for example programmes about 
bullying at schools). 

¢ The Dutch Mental Health Association institutions in 
Amsterdam are improving the coherence between prevention 
activities, under the direction of the municipality. Depression is 
taken as an example. At the end of 2003, a detailed plan of 
action will be available. 


Responsibilities and partners: 

The responsibility for strengthening the identification of psychoso- 
cial problems in young people rests with Youth Health Care in 
cooperation with the schools. 

Improvement of the chain management will take place under the 
direction of the municipality in cooperation with the relevant part- 
ners (youth health care, schools, Amsterdam Youth Care Agency, 
Dutch Mental Health Association institutions). 

The municipality will direct the strengthening of coherence in the 
prevention activities in relation to mental health, whereby the pre- 
vention of depression will be tackled first. 


Funding: 
The proposed activities will take place within the regular budgetary 


frameworks. 


2. Better identification of child abuse 


Objective: 
Our Executive proposes the following objectives for the next four 


years with respect to the identification of child abuse: 


e To improve the registration of child abuse and lower the 
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reporting threshold, which will give a better view of the nature 
and scope of children who are victims or witnesses of domestic 
violence. 

° To improve the prevention and identification of domestic vio- 
lence in relation to children. 

¢ To gain insight into relating the facilities to the needs and 
questions of children who are victims or witnesses of domestic 
violence, so that the accessibility of adequate care can be 
increased. 


Current policy and activities: 
For advice on and reporting of child abuse, the Child Abuse 


Advice and Reporting Centre (AMK) has been designated by law as 
the pivotal point for these problems. This is where child abuse 
should be reported after being identified, where professionals can 
request consultation and where forwarding to the appropriate 
organisations (such as the Child Care and Protection Board) is 
arranged. It is the care providers’ responsibility to ensure that there 
are adequate programmes for the treatment of abused children. 
Not just this memorandum devotes attention to domestic violence. 
Our Executive has developed a policy programme ‘Dealing with 
Aggression and Violence’. Part of this policy programme is the plan 
of action ‘Stop Domestic Violence in Amsterdam’. This policy pro- 
gramme deals particularly with the role of the police and justice 
authorities. 


The emphasis is placed on early intervention to prevent escalation 
and to ensure that the pattern of violence in the family is broken. 
The city districts also play an important part in the plan of action, 
because the chain of facilities to deal with domestic violence starts 
by giving information to citizens and professionals and with preven- 
tion at community level through ambulatory primary facilities. 
Various prevention activities in this area are also carried out in 
Amsterdam. An example is limitation of the consequences of 
domestic violence by crisis interventions to bring children who are 
in immediate danger to safety. This project is being executed by 
Youth Safety Net of the Amsterdam Medical and Health Service in 
the city district Oost - Watergraafsmeer. In addition, the crisis inter- 
vention team of the Youth Care Agency operates during office 
hours and the mobile crisis team of the joint Dutch Mental Health 
Association institutions outside office hours. 
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Deficiencies: 

At present, too little is known about the nature and scope of 
domestic violence in relation to children. In the plan of action ‘Stop 
Domestic Violence in Amsterdam’, a recommendation is made as 


to how this can be improved. In future, a uniform processing and 
registration will have to give more insight into the nature and 
scope of the domestic violence cases reported to the police and 
into the results of the various treatment programmes. Only a limi- 
ted number of victims seek contact with the police. Therefore, 
many victims and witnesses of domestic violence will not be regis- 
tered. At the Child Abuse Advice and Reporting Centre, all cases 
of child abuse will also be registered. It is important to increase 
public sensitivity to signs of child abuse, and to set the standard 
that it is right to report suspicions of child abuse and partner vio- 
lence. It should be easy for the child to report, and the assistance 
providers should be people who can work with children. 

In view of the foregoing implementation of policy, our Executive 
gives attention to the identification of this problem on the basis of 
health policy. Once again, Youth Health Care is an important 
source for this. In addition, social reporting centres will be esta 
blished in the city districts in the context of the Administrative 
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Agreement on City Districts 2002 — 2006, which will give the oppor- 
tunity for reporting and identification. Identification methods for 
this are very important. Existing methods will be used more sys- 
tematically. 


Activities for the next four years: 


Our Executive, in cooperation with Youth Health Care and the city 
districts, will expand the tailor-made part of youth health care by 
screening for psychosocial problems (see above), which will, of 
course, include child abuse. This means that: 


e A good identification instrument will be developed. 

e Screening for child abuse will be included in the tailor-made 
part of youth health care. 

e It must be easy to report domestic violence. The child abuse 
reporting centre and social reporting centre should be brought 
to the attention of the public at large. 


Responsibilities and partners: 

The Child Abuse Advice and Reporting Centre of the Amsterdam 
Youth Care Agency is responsible for the identification, registration 
and prevention of child abuse. 

Youth Health Care is responsible for early identification. The 
National Institute for Care and Welfare is now developing a scree- 
ning tool for child abuse which should also be applied in youth 
health care. The city districts are responsible for making the public 
aware of the easy possibilities to report child abuse. 


Funding: 

The identification of child abuse by Youth Health Care will be fun- 
ded within the resources the city districts have for the tailor-made 
part of youth health care. For implementation of the policy relating 
to (the prevention of) domestic violence in a broad sense, funds 
have been reserved in the context of the action plan ‘Stop 
Domestic Violence in Amsterdam’. 
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Timely identification of shortfalls in care 


Objective: 

Our Executive has set itself the goal to take stock of the shortfalls 
that arise through social and care-related developments, and 
relieve them in so far as it has the authority to do so. This mainly 
concerns improvement of the connection between preventive care, 
medical care, nursing and welfare activities for the elderly and pre- 
venting or reducing shortages of care staff. In addition, our 
Executive is making efforts to improve the exchange of information 
between the sectors, so that problems can be identified in good 
time and a structured approach can be taken to problems. 


Current policy and activities: 


1. Out-patient treatment and the health of the elderly 


The welfare policy for the elderly is among the responsibilities of 
the city districts. This is laid down in the City Districts Bye Law 
(Verordening op de Stadsdelen). The relevant policy is aimed at 
enabling the elderly to live independently as long as possible. In 
addition to the uniform package for the elderly, the degree of 
effort in relation to welfare policy for the elderly differs per city dis- 
trict (the preventive house call for people aged 75 and over and 
the house-call project for older immigrants over 55). The communi- 
ty stations for the elderly play a central part in the city districts 
when it comes to information and advice, services (products from 
the basic package) and identification of problem situations in the 
target group. Early detection of old people who are at risk of 
becoming socially isolated or neglected prevents a further decline 
into extreme social situations and a poor state of health. For older 
foreign nationals, there are information activities in their own lan- 
guage. For informal carers, there are various information products 
and possibilities for support. Up to now, the Informal Care Support 
Centre (Steunpunt Mantelzorg) has not reached many foreign infor- 
mal carers. But is searching for opportunities to support this group 
as well. 
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2. Staff shortages in care 


The current policy regarding staff shortages consists primarily of 
facilitating and directing activities by the Municipality of 
Amsterdam. A shortage of general practitioners is expected in 
Amsterdam in the next four years. Our Executive announced mea- 
sures in the preliminary advice on the memorandum by the Council 
members Codrington and Boerlage to guarantee an adequate 
level of general practitioners’ care in the city. From the central city, 
within the scope of facilitation, several initiatives have already been 
taken to support the general practitioners in Amsterdam: lowering 
the price of land, consultations with care providers and care insu- 
rers about the planning of primary health care in new construction 
plans, cooperation with GPs in the context of the project 
Community-based Care and Welfare, the issue of parking permits 
to GPs. The big cities have repeatedly pleaded for further support 
by the Ministry of Health, Welfare and Sports of the GP care in the 
big cities. In Amsterdam, this is done by way of the Deprived Areas 
Support Fund (Achterstands Ondersteunings Fonds (AOF)) for ge- 
neral practitioners in deprived areas. The city districts have an 
important task in facilitating practice space for general practitio- 
ners. The Amsterdam General Practitioners Association encourages 
the profession to form collaborations such as HOED (huisartsen 
onder één dak) [‘general practitioners under one roof], duo prac- 
tices or health centres. The Association intends to keep 
Amsterdam attractive for young GPs and tempt older GPs to main- 
tain their practice longer. The conduct of some practices is sup- 
ported by the efforts of practical nurses and Bi-lingual-Bi-cultural 
Information Counsellors. The Amsterdam General Practitioners 
Association is working on the establishment of a practice — ma- 
nagement company that will be operational in 2004. Support will 
also be given by way of the reduction of evening, night and wee- 
kend shifts (particularly for GPs over 50 years of age), through the 
use of GP out-of-hours surgeries or backup functions. For other 
professional groups in care, the Convenant Hechten and Sluiten, 
(an agreement to reduce the shortage of care staff), has existed in 
Amsterdam since 2001. On this basis, employers’ and employees’ 
organisations in the Amsterdam care sector and the municipality 


work together in various policy areas to improve the care situation 
in the city. 
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3. Information provision 


The care policy — as indicated in Chapter 1 — is not a direct munici- 
pal responsibility. The care insurer has been given an ever increa- 
sing role in the purchasing of (good quality and effective) care. The 
providers are primarily responsible for providing care. In principle, 
the local authority is not involved in this. Therefore, our Executive 
sees its role rather as that of a good consultation partner who dis- 
cusses imminent problems with the care insurers and care 
providers, and, as an independent party, is able to bring relevant 
organisations to the table to discuss these problems. That role of 
the municipality is expected of it by different partners in the field. 
In order to fulfil this role properly, it is necessary to have the right 
information available on the health and care of the 
Amsterdammers. 


Deficiencies: 


1. Out-patient treatment and the health of the elderly 


Because of the increase in care that takes place outside the walls of 
an institution, the so-called ‘extramuralisation’ of care, and the fact 
that this has enabled more elderly people with a complex care 
requirement to continue living at home, the preventive, curative, 
nursing and welfare activities are insufficiently coordinated, in terms 
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of quality as well as quantity. The elderly are left more on their own, 
which necessitates preventive activities aimed at living indepen- 
dently as long as possible and growing older in good health. More 
will have to be invested in the social infrastructure, so that neglect 
and deterioration are prevented as far as possible. The provision of 
information to the elderly about care facilities and services, but also 
regarding questions about social policy and neighbourhood activi- 
ties, is still inadequate. 

The number of foreign nationals among the elderly will increase 
further in the next few years. The care and welfare institutions will 
have to anticipate this better. 


2. Staff shortages in the care sector 


The accessibility of general practitioners’ care is under pressure. 
Given the age structure of the population of general practitioners 
in Amsterdam, a large contingent of GPs will leave their practice in 
the next five to seven years. The departure of GPs between 2001 
and 2007 is estimated at 20%. Based on several assumptions, this 
will lead to a figure of 243 general practitioners in Amsterdam in 
2010, as against a current number of 400. 

Several other developments also play a part in this: change in the 
patient population, changing demand for care (more and more 
serious psychosocial problems), increased tasks through intrinsic 
developments, increase in the number of part-time workers (esp. 
women) and the reduction of working hours. Most GPs in 
Amsterdam work as sole practitioners in their own practice. Given 
the aforementioned developments, the sole practice will decrease 
further in the next few years. In addition to an imminent shortage 
of GPs, at present there are already shortages particularly in mater- 
nity care, obstetrics, nursing and general care. For maternity care, 
the ‘pain’ of this shortage is distributed across the entire city by 
means of an indication protocol. The same is true for obstetrics. 
Here the shortage is most desperate in Zuidoost and West. Across 
the entire city there are about 11 FTE vacancies. 


3. Information provision 


Despite the fact that the municipality is not directly responsible for 
the care policy, it is nevertheless held responsible by its citizens if 
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problems occur in the supply and quality of care. Our Executive is 
of the opinion that against the background of the Public Health 
(Preventive Measures) Act (WCPV), the director's function in the 
Amsterdam care sector can be strengthened. In this, we ascertain 
two important deficiencies. First of all, information on the supply of 
care and demand for care is not centrally available to the care part- 
ners who decide on the supply of care. Secondly, the consultation 
structures in the care sector will have to be adjusted in view of the 
changes in the care system and the decentralisation of care to the 
city districts, to make sure that all relevant parties actually sit at the 
table with all corresponding powers. 


Activities for the next four years: 


Our Executive will develop and implement the following activities: 


¢ Improvement of the coordination between the preventive, 
medical care, nursing and welfare activities aimed at the elderly. 

¢ Examining the possibility of farther-reaching cooperative 
arrangements within primary care to resolve the shortages of 
general practitioners. 

¢ Improvement of the provision of information relating to public 
health care and streamlining of the consultation structures in 
the care sector. 


Improvement of the coordination between the preventive, medical 
care, nursing and welfare activities aimed at the elderly. 
Proceeding from the existing community-based facilities for the 
elderly (for example the community substation), we examine how 
the desired coherence can be improved (chain management). In 
doing so, we draw on the experiences from current activities, such 
as house calls and the function of counsellors for the elderly. Next, 
the results from the current study by the COSBO (interest group for 
people over 50) into possibilities for systematic prevention for the 
elderly are important. We also link up with the development of the 
booths for housing, care and welfare, which will be developed in 
2002-2006 in the context of the Administrative Agreement on City 
Districts. In several other municipalities in the Netherlands (Leiden 
and Rotterdam) experiments have been or will be conducted with 
periodic or preventive health surveys among the elderly. These sur- 
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veys are intended to identify old people's ailments at an early 
stage. Experience gained elsewhere also helps to give direction to 
the activities to be undertaken in Amsterdam. Following on the 
project of the COSBO, this will be worked out in more detail in 
2004. In this detailing, account should be taken specifically of the 
needs of the foreign elderly. Improvement of the reach of the pre- 
vention programmes such as ‘More exercise for the elderly’ and 
relieving the poverty situation will certainly be a part of this. 


Examining the possibility of farther-reaching cooperative arrange- 
ments within primary care to resolve the shortages of general prac- 
titioners. 

In addition to the activities already in progress, aimed at suppor- 
ting general practitioners to prevent the imminent shortage of GP 
care, our Executive will examine the possibility of farther-reaching 
cooperative arrangements within primary care. In this context we 
are in line with the initiatives from the Ministry of Health, Welfare 
and Sport, and are considering the development of primary care 
polyclinics, according to the model developed in the United 
Kingdom. A feasibility study will be conducted in 2004 in consulta- 
tion with the relevant partners. 


Improvement of the provision of information relating to public 
health care 

Our Executive will take the lead in making available the necessary 
relevant information relating to public health care in Amsterdam. In 
connection with this, our Executive will structure and streamline the 
(administrative) consultation structures, so that the three parties 
(care financiers, care providers and care consumers) can better 
coordinate their plans, wishes and needs. 


Responsibilities and partners: 

The city districts have the responsibility to give shape to the wel- 
fare policy for the elderly. The central city will facilitate the forma- 
tion of plans to improve the coordination between preventive, 
medical care, nursing and welfare activities. 

The central city will also take the initiative for the feasibility study 
into farther-reaching cooperative arrangements within primary care. 
A direct partner is the Amsterdam General Practitioners 
Association. 
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Responsibility for improving the provision of information rests pri- 
marily with the central city. Important partners in this are the SIGRA 
and the care insurers (AGIS Zorgverzekeringen). 


Funding: 

We will fund the improvement of the chain management for the 
elderly and the feasibility study into farther-reaching cooperative 
arrangements within primary care from regular resources. In the 
coming 2004 budget debate, we will see if a sum of €52,000 can 
be made available annually for 2004-2007 to improve the provision 
of information. 


Intensify city-wide thinking 


1. Strengthening cooperation between the spatial planning, 
public health and welfare sectors 


Objectives: 

With respect to city-wide thinking for public health, our Executive 

sets itself the goal to intensify the cooperation with the spatial 

planning policy area in the following two areas: 

¢ Healthy space: take health aspects into consideration in urban 
development plans and construction plans, for example air 
pollution, noise nuisance, healthy exercise (sport facilities, bicy- 
cle policy). 

¢ Room for health facilities: create physical space in spatial plans 
for health facilities, and supply the key figures for this from the 
health sector. 


Current policy and activities: 
Urban development plans and construction plans must comply with 


the regulations enacted by the State and the Municipality, and will 
be tested against them. Many of these regulations were enacted to 
protect the health and safety of future users. For construction, this 
concern the Buildings Decree and the municipal building regula- 
tions. There are also national rules with respect to noise levels and 
the quality of air and water, and there are general guidelines with 
respect to odour nuisance. 

The increase in the number of inhabitants and the concomitant 
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flows of traffic put pressure on the living environment in 
Amsterdam. Therefore, objectives and tasks have been set out in 
the Amsterdam Environmental Policy Plan for the desired environ- 
mental quality. Through the growth of the city and the need for 
optimum use of the space in the city, there is tension between the 
need to create construction sites on the one hand and, on the 
other hand to reserve public space for sport and play. In the 
Structure Plan ‘Kiezen voor stedelijkheid’ (choosing urban life), 
attention is given to the dilemmas connected with this and an 
attempt is made to strike an optimum balance. The structure plan 
will be realised mainly by way of urban development planning. 


Deficiencies: 

In our opinion, one of the deficiencies is lack of insight into the 
question of whether there is sufficient coordination between the 
health sector and the spatial planning sector. Through the 
Environmental Steering committee, The Municipal Medical and 
Health Service (GG&GD) is involved in plans in the field of spatial 
planning. However, this is often only in the decision-making stage. 
For this reason, the Municipal Medical and Health Service has been 
requested to map out the lacunas between the two sectors in more 
detail. 

Concerning the construction of the buildings which are still neces- 
sary for healthcare, partly thanks to the urban renewal process, we 
have achieved a better coordination between the spatial sector on 
the one hand, and the care, welfare and education sectors on the 
other. In this context, the Social Development Department acts 
mainly as an agent of the entire social sector. At present, there is a 
great mutual lack of clarity regarding one another's planning sys- 
tem and funding. Through this, possibilities are not being used suf- 
ficiently. There are a number of initiatives in progress for the pur- 
pose of improving this situation: from the spatial sector, work is 
now being done to renew the system of planning and decision- 
making in the realisation of urban development plans (‘PLABERUM’ 
[Plan-en Besluitvormingsproces Ruimtelijke Maatregelen)). It is very 
important for healthcare to have a place in this system. Within the 
Social Development Department, projects have been started which 
are intended to help the social sector to link up better with spatial 
planning, for example in the context of the Social Structure Plan. 
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Activities for the next four years: 


Our Executive will start the following activities: 


e Inthe planning stage of spatial planning projects, we will see 
how health aspects can systematically receive more attention 
in a plan without increasing the bureaucracy. 

e Further development of key figures, which will better enable 
room for care and social facilities to be included in spatial 
planning. 

e Involving the care sector in the ‘PLABERUM’ renewal process. 
In the Social Structure Plan Amsterdam 2015, explicit attention 
will be devoted to the subject of care and services. 


Responsibilities and partners: 

The Amsterdam Municipal Medical and Health Service, the Spatial 
Planning Department and the Environmental Department are 
examining if and how health aspects can be better included in 
urban development planning. A report will be made on this in 
2004. 

The Social Development Department is responsible for the deve- 
lopment and delivery of the necessary key figures in relation to the 
care and social facilities. The SIGRA is an important partner in this. 
The Spatial Planning Department drafts the Social Structure Plan. 
ROIB and the housing director are responsible for the ‘PLABERUM' 
renewal process. 


Funding: 
The intended activities will be funded within the existing resources. 


2. Public health in the City Districts 


Objectives: 
Our Executive sets itself the goal to enable the city districts to take 


the envisaged responsibility in the policy area of public health. 


Current policy and activities: 
The tackling of health problems is not just a task of the central city. 


City districts are closer to the citizens, and can often contribute 
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effectively to tailor-made prevention, which is easily accessible and 
takes place closer to the people in the neighbourhood. Our 
Executive therefore considers it important for the city districts to 
contribute as well to preventive public healthcare policy. Until 2003, 
the city districts were only involved in school healthcare, because 
they acted as direct purchasers of this care. The Administrative 
Agreement on City Districts 2002 - 2006 stipulates that many policy 
areas, including care, are to be decentralised. For the development 
and execution of this task, the city districts need capacity and infor- 
mation on the state of health and problems of their residents and 
substantive support in the development and carrying out of health- 
promoting activities. This support is now already being provided 

on a limited scale by the Amsterdam Municipal Medical and Health 
Service. 


Deficiencies: 

At this time, there is still insufficient knowledge and capacity 
regarding the care available in the city districts. The transfer of 
knowledge and experience from central services to the city districts 
is still inadequate. City districts do not yet have the required capa- 
city and information to formulate public health policy. The central 
services still have insufficient insight into the need of the city dis- 
tricts for support. This often concerns so-called facet policy. This 
policy is intended to improve health, but some of the resources to 
do so are used in sectors other than public health, for example in 
the spatial sector and at schools. 
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Many partners in the field of care are organised city-wide or regio- 
nally. The connection with these partners must not be lost when 
the policy area is decentralised. 


Activities for the next four years: 


Our Executive will provide for the following activities: 


e Taking stock of the city districts’ need for support in giving 
substance to the care policy areas, while allowing the opportu- 
nity to make a health analysis per city district. 

¢ Offer substantive support to the city districts in the develop- 
ment and implementation of health policy. 


Responsibilities and partners: 

The city districts are responsible for the decentralised tasks in the 
field of care. The central city and the central services (particularly 
the Amsterdam Municipal Medical and Health Service (GG&GD) 
and the Social Development Department) are responsible for a 
good support of the city districts. 


Funding: 

For the decentralisation of policy to the city districts, we have 
already made funds available with which the city districts can, in 
principle, provide for the required capacity. 
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Survey of policy measures 2004 - 2007 


Responsible 


€ 329.000,=, 
4 years non-reccuring 


GG&GD; Jellinek €58.200,=, 


Prevention 4 years non-reccuring 


Examine causes of pro- 
blems during pregnancy 
and birth 


A healthy start for children 


Further implementation of 


fe 
parent-child centres (PCC) ROS PiClect aia ae 


Uniformising of tasks and 


| = 
activities within PCC BOK, Rrclest ee aees 


Use of information in own 
language and culture in 
re 


Healthy lifestyles: Less 
smoking, alcohol and other 
stimulants 


Develop prevention policy 
on use of stimulants 


Further implemention of 
Gezonde school and 
genotmiddelen 


Intensification of informa- 
tion in primary education 


GG&GD; Jellinek 
Prevention 


see additional policy 
measures 


see additional policy 
measures 


Screening for risk factors of 
overweight in parent-child 
centres 


Youth Health Care 
(GG&GD; Home Care) 


Healthy lifestyles: Healthy 
food and enough exercise 


Develop campaign aimed at 
healthy food and reduction of 
inactivity among youth 


Youth Health Care 
(GG&GD) 


Stimulation of sport and 
exercise 


DMO / city disticts 


Research cultural factors in 


overweight among foreign | GG&GD provided for 
nationals 
Healthy lifestyles: Safe Speci MMe ta eae eG 
sexual behaviour activities aimed at young GG&GD provided for 
people 
GG&GD € 100.000, =, 
1 year non-reccuring 
GG&GD 
GG&GD 


Social Services, city 
districts 


Further development of 
new media 


State responsibility, under 


Expansion STD polyclinic 
discussion 


Strengthening secundary 
prevention (counselling) 


€ 105.000,=, 
4 years non-reccuring 
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Improvement of link bet- 
ween supply and demand 
within poverty elimination 


Poverty and health: youht 
and the elderly 


Identification of poverty 
problems among youth 


Youth Health Care 
(GG&GD; Home Care) 


Survey of policy measures 2004 - 2007 


Responsible 


Youth Health Care cae 
(GG&GD; Home Care) Oren 
GG&GD provided for 
GG&GD provided for 
Youth Health Care ided f 
(GG&GD; Home Care) OMe eA 
‘oneal 
e. 
GG&GD / AHV provided for 
€52.000,=, 
SE, 4 years non-reccuring 
—_ 
. 


provided for 


Reduction of psychosocial 
problems: Strengthening of 
prevention by Dutch Mental 
Health Care Association 


Strengthening identifica- 
tion and chain manage- 
ment of psychosocial 
problems among youth 


Strengthening collective 
prevention of psychosocial 
problems among youth 


Action plan for strengthe- 
ning prevention by GGZ 


Reduction of psychosocial 
problems: Better identifica- 
tion of child abuse 


Strengthen identification of 
chils abuse 


Easily accessible reporting 
of suspicions of child 
abuse 


Improve coordination of 
preventive, medical care, 
nursing and welfare 
activities 


Timely identification of 
shortfalls in care: The 
elderly 


Timely identification of 
shortfalls in care: Staff 
shortages in primary care 


Feasibility study of farther- 
reaching collaborations 


Timely identification of 
shortfalls in care: 
Information provision 


Strengthening provision of 
information on public 
health care 


Intensification of city-wide 
thinking: Strengthening coo- 
peration between spatial 
planning and public health 


Systematically consider 
health aspects in spatial 
planning 


Further development of 
key figures for care and 
welfare 


Intensification of city-wide 
thinking: Decentralisation 
of care to the city districts 


Take stock of city districts’ 


GG&GD / city districts 
need for support 


Substantive support of city 
districts in development 

and implementation of 
health policy 


GG&GD / city districts 
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Additional policy measuress 2004-2007, after handling in the Council 


A healthy start for children 


Healthy lifestyles: Less 
smoking, alcohol and other 
stimulants 


Healthy lifestyles: Healthy 
food and enough exercise 


Healthy lifestyles: Safe 
sexual behaviour 


Intensification of city-wide 
thinking: Decentralisation 
of care to city districts 
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Development of growth 
guide from -9 months to 
12 years 


Evaluation of effect of PCC 
city districts Noord and De 
Baarsjes 


Intensification of 
information provision in 
elementary education 


Development of campaign 
aimed at healthy food and 
less inactivity among the 
youth 


Development and provi- 
sion of Online intervention 
for heterosexual young 
people about safe sex 


Strengthening city districts 
for preventive healthcare 
and development of care 
booth 


Responsible 
implementing party 


PCC project organisation 


PCC project organisation 


GG&GD,; Jellinek 
Prevention 


Youth Health Care 
(GG&GD) 


city districts 


€ 105.000, =, 
1 year non-recurring; 
€90.000,=, structural 


€ 140.000,=, 
1 year non-recurring 


€50.000,=, 

1 year non-recurring; 
€ 100.000,=, 

3 years non-recurring 


€50.000,=, 

1 year non-recurring; 
€ 100.000,=, 

3 years non-recurring 


€ 160.000, =, 


3 years non-recurring 


€ 630.000,=, 
structural 


Annex 1 Explanation 


Working method / formation process 


By way of a consultation round with relevant organisations about the health (care) in 
Amsterdam (see the overview of discussions with external parties), our Executive 
tested the information obtained on important health problems in the city against 
the epidemiological data available for extent and gravity (see Annex 2). We also 
examined effects on health from other policy disciplines. On the basis of these dis- 
cussions and large amount of health data, we arrived at a problem analysis. This 
produced clusters, which concern the most important health problems in 
Amsterdam. These problems are different for each stage of life. 


Outside the clustering according to stage of life, comprehensive problems can be 
distinguished, such as the connection between social and economic factors (also 
ethnic origin) on the one hand, and health on the other, problems in the provision 
of care in Amsterdam, and the municipal policy of services that interface with 
(public) health (facet policy) or city-wide thinking in relation to public health. 


Health problems have been listed and defined, and an open and critical view has 
been taken of how they can be converted into healthy behaviour and better public 
health. Prevention and promotion of health played an important part in these dis- 
cussions. This happened in work conferences, in which these ideas were worked out 
in detail according to several themes (see under ‘Work conferences’). 

For this purpose, experts and relevant representatives from consulted organisations 
and institutions were invited. As far as possible, in preparing and organising these 
conferences, we cooperated with key organisations on that theme. The purpose of 
the work conferences was to go more deeply into and work out the problem (set of 
problems), focusing on local action to solve or reduce the health problem. The 
results of the work conferences constitute an important part of the input for the 
memorandum. 


In addition to involvement on the part of politicians and social organisations, invol- 
vement of the residents of Amsterdam is important for the improvement of the 
health situation in the city and in policy formation. How the participation of the 
population takes shape is important. In anticipation of this, a separate website has 
been developed, www.gezondamsterdam.nl, on which information is given about 
the themes of municipal public health policy, and where citizens have the opportuni- 
ty to respond to statements about (public) health problems. 
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Work conferences 

The work conferences were organised to discuss important, selected themes for the 
local health policy memorandum. The purpose was to include ideas and concrete 
activities from the work conferences in the memorandum. The work conferences 
dealt with six themes: unhealthy lifestyles, problems of the elderly, poverty and 
health, youth, shortfalls in care, city-wide thinking in relation to public health, pre- 
ventive mental health. The city districts were also involved in this. | 

The work conferences were organised as far as possible together with key organisa- 
tions on the relevant subject-matter. They were chaired by independent chairper- 
sons. All relevant representatives from organisations in Amsterdam were invited to 
participate in the discussions. 


Organisation 

The Municipal Executive of Amsterdam has designated the Municipal Medical and 
Health Service (GG&GD) as bearing primary responsibility for the production of a 
municipal public health policy memorandum for the Municipality of Amsterdam. 
The project is organised as follows. 


Project Team 

Within the Amsterdam Municipal Medical and Health Service, a project team has 
been set up for the duration of 18 months, during the term of the project. The team 
comprised: the project manager, Dr. Arnoud Verhoeff, head of the Epidemiology, 
Documentation and Health Promotion cluster, who was responsible for the progress 
of the work and the drafting of the memorandum ‘Healthy Living in Healthy 
Amsterdam’; a project assistant, drs. Bert Hesdahl MPH, who was appointed for the 
direct support and performance of the work; and a trainee from the Municipality of 
Amsterdam, drs. Farida Krikke, who was seconded for six months from the Social 
Development Department by the Amsterdam Municipal Medical and Health 
Service. 


Steering committee 

An official steering committee was formed under the chairmanship of the Director 
of Management and Policy of the Municipal Medical and Health Service (GG&GD), 
composed of the project manager, a representative of the Social Development 
Department (Social and Health Care section), the administrative department, a 
representative from the city districts, the policy advisers of the Municipal Medical 
and Health Service, the project assistant and the trainee. 

The official steering committee monitored the quality of the contents of the memo- 


randum and its drafting process, functioning as a brainstorming group and meeting 
once a month. 
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Advisory Committee 

The advisory committee was established for the purpose of monitoring and supervi- 
sing the intrinsic quality of the product and to advise the Councillor, The function of 
the committee was mainly related to content, with the emphasis on innovative 
input. Its function was also to evaluate and cover the strategic input of the parties 
involved. Its task was to supervise the adequate performance and advising of the 
steering committee regarding matters of content. The advisory committee discus- 
sed the layout of the memorandum, selected themes and provided input for the 
working groups. The advisory committee is composed of experts in the field of 
(public) health care in Amsterdam, under the chairmanship of the Care Councillor of 
the Municipality of Amsterdam. The advisory committee met three times. 


Chairwoman: 
Drs. Hannah Belliot, Public Health Councillor 


Members: 

Prof. Dr. Niek Klazinga, Professor of Social Medicine, University of Amsterdam 
Prof. Dr. Roel Coutinho, Professor of Epidemiology of Infectious Diseases, University 
of Amsterdam, Director of the Amsterdam Municipal Medical and Health Service 
(GG&GD) 

Prof. Dr. A. Dunning, Cardiology Professor Emeritus 

Prof. Dr. P. Schnabel, Professor of Organisational and Health Psychology, Utrecht 
University, Director of the Social and Cultural Planning Office (SCP) 

Drs. L.V. Jonkers-Kuiper, former member of the steering committee Nationaal 
Contract OGZ (National Contract Steering Committee of the Organisation Group 
Zuid) and Director of the Municipal Health Service (GGD) in Zuid-Holland Noord 
Drs. N. Dahhan, Member of the Board of PaceMaker (network of foreign professio- 
nals) 


Also present at the advisory committee meetings: 

Drs. Marjolein Verstappen, Director of Business and Administration at the 
Amsterdam Municipal Medical and Health Service (GG&GD), Chairwoman of the 
steering committee charged with coordination of the project 

Dr. Arnoud Verhoeff, Head of the Epidemiology, Documentation and Health 
Promotion Cluster of the Amsterdam Municipal Medical and Health Service 
(GG&GD), project manager, official secretary 

Drs. Bert Hesdahl, MPH, local health policy memorandum project assistant, 
Amsterdam Municipal Medical and Health Service 

Drs. Erik van Straalen, Sr., Administrative Consultant on Care, City of Amsterdam 
Administrative Department 
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List of discussions with external parties 


Amsterdam General Practitioners Association] Mr Rien van Hoeve, Director 
Amsterdam Dentists Association Ms Lucy Prent, Chairwoman 


Health Centres Foundation Mr Jan Langeveld, Director 


Mr Hans van Gasteren, policy assistant 


‘Tot en Met’ Foundation Mr Johan Eilders, Director ; 


Agis Zorgverzekeringen Mr Jeroen Crasborn, Regional Manager 
Ms Marleen van der Mast, project manager lJburg 


SIGRA (Alliance of Healthcare Institutions Ms Hetty Willemse, Director 
in the Amsterdam Region) Mr Hans Polling, policy assistant 


Ms Margriet Spiering, project manager National Health 
Memorandum 


Ministery of Health, Welfare and Sport, Pre- 
vention Department and Steering committee 
National Contract for Public Healthcare 


Minicipal Health Service of Rotterdam and Ms Josine Oude Ophuis, policy assistant 
environs 


GG&GD Utrecht Ms Berni Jansdam, policy assistant 
Municipality of The Hague Ms Isabel Joosen, policy assistant 
Amsterdam Home Care Ms Trudy de Bresser, Director 


Jellinek Ms Astrid van Dijk, member of the Board of Directors 


Mr Jan Huib Blans, Head of Prevention and EATI / 
International Projects 

Dutch Mental Health Care Association 

Buitenamstel 


Ms Marian Nijsen, Member of the Executive Board 
Ms Jos Smeijer, Manager of Prevention & Applied 
Research Unit 

Ms Jos Somsen, policy assistent, Prevention unit 


De Meren 
Mr Wim Gorissen, PZO (prevention and care research) 
Manager 


B&A Group Mr Ton de Wit 
Anand Joti Foundation Mr André Bhola 


Amsterdam Consumer and Patients Platform | Ms Liesbeth Randag, policy assistant 
Ms Tjoa, Director 
Ms Marijke de Jeu, policy assistant 


Association of Netherlands Municipalities Ms Loes Knotter, policy assistant 
(VNG) 


National General Practitioners Assiciation Mr Paul van der Veer 


National Forest Service in the Netherlands Mr Wim Brunsveld, Health and Safety Coordinator 
Mr Piet Winterman, Head of Personnel, Business, Informatics 
Mr Feitze Boersma, Regional Head 


STIVORO: for a smoke-free future Ms Monique de Beer, Regional Coordinator 
NIVEL Mr Jack Hutten 
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Mr Willem Schermerhorn, physician, Director 


List of discussions with external parties 


AMC / Social Medicine Mr Thomas Plochg 
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Organisation 


Municipal Medical and Health Service), DMO 
(Social Development Department), SSP. SWD 
(Urban Housing Department), DiVV (Depart- 
ment for Infrastructure Traffic and Transpor- 
tation), DOVV (Department of Traffic and 
Transport), Youth Care Agency, DRO (Spatial 
Planning Department) 
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Annex 2 Survey of health problems 
Youth 


A distinction is made between 3 age groups: 

e From birth to early childhood: from -9 months to 4 years 
e Elementary school age children: from 5 to 12 years 

e Teenagers: from 13 to 19 years. 


Youth stage of life: -? months - 4 years 

Health problem 

State of health: 

° Birth weight: a low birth weight has an adverse effect on the child's health. 
Ethnic origin is an important risk factor for a low birth weight, even if account is 
taken of differences in socio-economic circumstances. It appears that 
Surinamese babies are 209 grams lighter on average and Moroccan babies 93 
grams heavier than the Dutch babies. 

e Congenital disorders: there are twice as many carriers of haemoglobinopathies 
(sickle cell disease and thalassemia) among people from e.g. Africa, Turkey and 
Morocco. 

e Vaccination degree: the average vaccination degree for DPTP is 92.4% and for 
MMR 93.5%. There are no significant differences in vaccination degree between 
neighbourhoods with a different socio-economic status. The vaccination degree 
for foreign children is sometimes higher and sometimes lower than for native 
children. Primarily foreign children born abroad are not sufficiently vaccinated: 
70.9% were fully vaccinated against DPTP and 79.5% against MMR. 
Anthroposophical schoolage children are vaccinated considerably less: DPTP 
and MMR, 91.0% and 59.9%, respectively, compared to 94.4% and 95.3% for 
public school children. 

e Breastfeeding: in the 1st week of life, 87% of women give breastfeeding and at 
the age of 25 weeks, still only 30%. The percentage of babies that were breast- 
fed at the age of 15 weeks in 1998/2000 increased with respect to 1992/1993 
from 36.4 to 45.1%. A rising percentage of breastfed babies has also been 
shown for each ethnic group individually. More Turkish and Moroccan women 
than Dutch women start with breastfeeding and they continue it just as long. 
Surinamese women start just as often with breastfeeding as Dutch women, but 
they stop sooner. 

¢ Inthe Amsterdam region, there are many more women who give birth under 19 
and over 45 years of age than in the rest of the Netherlands. This means that 


there are more pregnancies in which complications occur and more premature 
births. 
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Morbidity: 


Premature birth: Of the babies born at least eight weeks too early, a quarter of 
them subsequently end up in special education. This is 5 per cent for babies 
born a few weeks too soon or on time. The higher percentage is explained par- 
tially by the serious disabilities (impaired vision, spastic) which some children 
retain because of their premature birth. 

Non-fatal accidents also occur more often among Turkish and Moroccan chil - 
dren than among Dutch children, for example burns and traffic accidents. 

Low birth weight in Surinamese and Antillean newborns. Infants of foreign ori- 
gin have a relatively lower birth weight than babies of native origin. Cultural fac- 
tors, such as smoking habits, alcohol use and dietary habits can play a part in 
this. A low birth weight has an adverse effect on the child's health. Children run 
a greater risk of early death, have poorer lung functions and more respiratory 
tract symptoms. 

Imported and infectious diseases: certain diseases that occur in foreign children 
do not occur any longer or hardly ever in native Dutch people. This involves 
small numbers. In addition, this concerns infections diseases that can be 
contracted only in the (sub)tropics. The most well known is malaria; bilharzia 
also occurs. 

lron-deficiency anaemia: foreign children consume less ferriferous food, such as 
vegetables, legumes, brown bread, meat and meat products. 

Hearing impairment: there are indications that hearing disorders occur more 
often in Turkish, Moroccan and Surinamese than in Dutch infants. In general, 
6.8% of the children have a hearing disorder. 

Diabetes: 1.6 times higher among Moroccan children than among Dutch chil- 
dren. 

Disorders related to passive smoking: asthma, respiratory tract infections. The 
prevalence of asthmatic symptoms in children has hardly risen at all in 
Amsterdam, except for symptoms of shortness of breath. The prevalence of 
shortness of breath has increased by 60%: from 5.5% in 1992-1993 to 8.8% in 
1998-1999. Asthma occurs in 8.8% of the children from 0 to 4 years of age. 
Almost 60% of the children from 0-15 years live in households where people 
smoke and are thus ‘forced’ to smoke passively. In an Amsterdam study, people 
smoked daily in the homes of Dutch and Turkish children, in 55% and 58% of 
the cases, respectively. This was 31% and 40% for Moroccan and Surinamese 
children, respectively. Passive smoking in children has been related, for example 
to otitis media with effusion, hearing impairment, respiratory tract disorders, a 
decreased lung function and cot death. 

Caries: 39% of the children have caries in their milk teeth. Turkish and Moroccan 
children have worse teeth than Dutch children of the same age. 
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Mortality: 


Perinatal mortality: In Amsterdam, relatively more babies die than elsewhere in 
the country. This starts already with so-called perinatal mortality, between the 
28th week of pregnancy and a week after birth. This perinatal mortality rate is 
20 to 35%, and infant mortality one third higher among foreign babies in 
Amsterdam than among the Dutch babies. In absolute numbers: 5.7 per 1000 
babies and 9.9 per 1000 babies, respectively. 

Child mortality: the mortality rate among Turkish and Moroccan children from 0- 
14 years is 2 to 3 times higher than among the Dutch children. The causes in 
this stage of life: congenital disorders, metabolic diseases and infectious disea- 
ses; accidents (among Turkish infants); cot death (Turkish infants). 


Youth stage of life: 5 - 12 year 


Health problem 
State of health: 


In general, health and general development are threatened by unhealthy food, 
unhealthy living environment, too little sport and, indirectly by poverty pro- 
blems. 

Overweight: among boys, 7.1 to 15.5% are struggling with overweight, among 
girls: 8.2 to 16.1% 

Breakfast habits: of the 5-6 year olds, 2.2% skipped breakfast and 3.8% ate a 
poor breakfast. Among 11-12 year olds, these figures are 4.8 and 8.1%, respecti- 
vely. Surinamese, Turkish, Moroccan and other foreign children skipped break- 
fast more often and also ate poorer breakfasts than their Dutch classmates. It is 
striking that the differences between ethnic groups are the greatest among 5-6 
year olds. In this age group, 13.0% of the Moroccans, 11.4% of the Turks, 9.1% 
of the Surinamese/Antilleans and 2.5% of the Dutch have faulty breakfast habits. 
Upbringing problems: 25% of the parents state that they have problems in brin- 
ging up their children in this stage of life. 

Bed-wetting occurs more often among Surinamese, Turkish and Moroccan 
school children than among their Dutch peers: 15% of 6 year olds have pro- 
blems with this, and 1 to 2% of 12 year olds. 

Child abuse: The Child Abuse Advice and Reporting Centre in Amsterdam 
registered a total of 676 reports in 2000, in which 1038 children were involved. 
This is a decrease in the number of reports with respect to the previous years. In 
1998 and 1999, there were 681 and 757 reports, respectively. In 1999, 839 chil- 
dren were involved in the reports. This means an increase in the number of chil- 
dren involved by twenty-five per cent in 2000 with respect to 1999. There is a 
rising trend in relation to the total amount of advice given and numbers of con- 
sultations and reports. In particular, abuse of children in the age group 5-9 was 
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most frequently reported. The affective neglect and physical abuse were repor- 
ted most frequently in 2000. Most of the reports concern Dutch and Surinamese 
families and the number of reports about Moroccan, Turkish and Antillean/ 
Aruban families is relatively low. 


Morbidity: 


Diabetes mellitus type 1: an increase of 17% in 0-14-year olds in the period 
1988-1990 (compared to 1978-1980). The incidence among Moroccan children is 
1.5 times higher, compared with that among Dutch children, and 4.5 compared 
to that among Turkish children. When the diagnosis is made, Moroccan children 
in the Netherlands are in worse condition compared to Dutch children, and 
remain longer in hospital. The disease occurs at increasingly younger ages. In 
1988-1990, the average age of the new patients was 9.2 years, and in 1996-1999, 
that was 7.6 years. This means that the disease lasts longer in children and the 
risk of complications is greater. The annual number of new cases among 0-19 
year olds is 1.6 times higher for Moroccan children than for Dutch children. The 
incidence among Surinamese and Turkish children is lower than among Dutch 
children (based on publications since 1980). 

Psychosocial health of children in years 7 and 8: children who grow up in single 
parent families and stepfather families have more chance of emotional pro- 
blems. In particular, girls in stepfather families have emotional problems. No 
ethnic differences in depression and suicidal thoughts were found in boys and 
girls. In contrast, Surinamese and Turkish girls had suicidal thoughts more often 
compared to Dutch girls. The frequency of suicide attempts by girls is the hig- 
hest among Surinamese and Turkish children and the lowest among Dutch and 
Moroccan children. 20% of the children indicated that they were troubled by 
psychosocial problems, 3% seriously. 

Asthma and allergies: in Amsterdam, there has been no significant rise among 
children in the prevalence of asthmatic symptoms, except for shortness of 
breath. Among Surinamese, Moroccan and especially Turkish children, the 
prevalence of wheezing and attacks of shortness of breath with wheezing in- 
creased. In figures: 7.4 out of every 10,000 children in Amsterdam, versus 4.4 on 
average in the Netherlands. 

Traffic accidents: in 2001 registered at 7% (3-year average 1990-2001) in the age 
group 0-14. In total, this involved 187 traffic victims. Studies have shown that the 
majority of the children admitted to hospital because of a traffic accident were 
involved in a cycling accident, often without another traffic participant being 
involved. 

Caries occurred in 45% of young people of primary school age. 
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Mortality: | 
© Child mortality; the mortality rate among Turkish and Moroccan children from O- 


14 years is 2 to 3 times higher than among Dutch children. Among primary 
school children due to: accidents (in traffic, drowning) and unknown causes of 
death through death in foreign countries. 


Youth stage of life: 13 - 19 years 

Health problem 

State of health: 

e Unhealthy behaviour: use of stimulants such as tobacco, alcohol and drugs: 

- 33% of young people smoke 

- 52% of young people use alcohol 

- 19% of young people use cannabis 

e Breakfast habits: of the 13-15 year olds, 14.7% skipped breakfast and 10.0% had 
a poor breakfast. 

e Pregnancy and birth among teenagers: For Dutch girls, this is 4 out of 1000, for 
Surinamese girls 16.5, for Antillean girls 28.6 , for Moroccan girls 3.1, Turkish 
girls 6 and for Ghanaian girls 37.2. On average, that is 4 times higher than the 
Dutch situation. In absolute numbers, pregnancy among 14 to 16 year olds in 
Amsterdam is: 302, 10.9 per 1000 on average, and among 17 to 19 year old 
girls: 1650, 54.5 per 1000 on average. 

e Differences between boys and girls in respect of unwanted sexual experiences: 
unwanted sexual experiences are more frequently reported by Turkish (19.9%), 
Moroccan (12.2%) and Surinamese/Antillean (8.5%) boys than by Dutch boys. 
Turkish and Moroccan girls report fewer unwanted sexual experiences (3.1%) 
than Dutch girls (8.5%). Unwanted sexual experiences are reported more by 
boys from families with a low socio-economic status and girls who no longer live 
with their parents. 

e Bullying: 5% of the boys indicate that they are bullied on a weekly basis. This is 
3% more than the average for the entire Netherlands. Bullying behaviour and 
petty crime occur more often in boys and girls of single parents. In Amsterdam, 
more bullying is found among Surinamese, Turkish and Moroccan second form 
students of secondary education in comparison with their Dutch classmates. For 
the rest, no differences in self-reported crime have been found between 
Surinamese, Turkish, Moroccan and Dutch boys. It is, however, known that 
Turkish and Moroccan boys will not readily report their criminal activities. 
According to police statistics, crime among boys occurs more often among 
Moroccans, Antilleans and, to a lesser degree, also among Surinamers, while 
Turkish boys do not differ much from Dutch boys. Violent offences, in particular, 
occur relatively more frequently among Moroccan and Antillean adolescents. 
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The study also showed that crime was more common among Surinamese girls 
and less common among Turkish girls compared to Dutch girls. 

e Psychosocial problems: 27% of the boys indicated that they were struggling 
with psychosocial problems. This is 7% more than the national average. 

e |In Amsterdam, there are an estimated 450 to 500 homeless boys on average. 
Homelessness is largely determined by major life experiences, such as the 
death or suicide of a father or mother, financial problems, imprisonment, lack of 
prospects for the future. 

* School leavers: 6.7% leave the 3rd form prematurely; 14.0% the 4th form of pre- 
vocational secondary education (vmbo), 10.6% the Sth form of upper general 
secondary education (havo) and 11.7% éth form of pre-university education 
(vwo). 


Morbidity: 

e STD: In 2002, the following absolute numbers of sexually transmitted diseases 
were registered by the polyclinic of the Municipal Medical and Health Service 
(GG&GD) among children aged 15-19 years: early lues 5, gonorrhoea 119, NGU 
39 (boys), trichomoniasis 17 (girls), candidosis vaginalis 139, bacterial vaginosis 
57, scabies 1, herpes genitalis 13, condylomata acuminata 37, chlamydia tracho- 
matis 221. 

e Traffic victims: 34% registered in the age group 15-29 years in 2001(3-year avera- 
ge 1990-1999) (largely through transport by bicycle, moped and car). 


Mortality: 

¢ Abortion: in the age group 14-16 years, this occurs 212 times in absolute num- 
bers, 7.6 times per 1000 on average (this is 5 times higher than the national ave- 
rage); in the age group 17-19 years, the total is 893, 29.5 per 1000 girls. 


Adults 


The following two stages of life are distinguished according to age: 

- adults from 16 to 34 years of age 

- adults from 35 to 55 years of age. 

This means that there is a small overlap with the last age group of young people (up 
to 19 years of age). This has largely to do with the use of different sources to collect 
data, which use different age categories. 


OL ST 


Adult stage of life: 16 - 34 years 


Health problem 
State of health: 


Unhealthy lifestyles: 

Smoking: 39% of the Amsterdammers smoke (nationally: 33%). People smoke a 
great deal, especially native Amsterdammers (42%) and Turkish men (59%). The 
percentage of Moroccan women is remarkably low (2%). The number of smo- 
kers in Amsterdam shows a decreasing trend in women. In this*stage of life, 44% 
of the Amsterdammers smoke. 

Physical exercise: only 25% of the Amsterdammers exercises sufficiently from a 
health point of view; nationally this is 40%. The percentage of Amsterdammers 
from 16 to 35 years who exercise enough to improve their cardiorespiratory fit- 
ness is 15%, while 24% meet the health standard. 

Eating habits: only 15% of the Amsterdammers in this stage of live have a heal- 
thy eating pattern, defined as having breakfast and a hot meal every day, and 
the daily consumption of vegetables and fruit; women eat vegetables and fruit 
more often than men. 

Overweight: national data indicate that overweight is an increasing problem. In 
Amsterdam, 14% in this stage of life suffer from overweight and 3% from serious 
overweight (obesity). 

Alcohol use: 70% of the Amsterdammers in this stage of life drink alcoholic 
beverages. Over half of them drink lightly to moderately and 18% (very) excessi- 
vely. The majority of excessive drinkers are men and boys. Excessive alcohol use 
among Turks and Moroccans is considerably lower than among the Dutch. 
Unsafe sex: 23% of the Amsterdammers in this stage of life state that they prac- 
tise unsafe sex. 

Illegal aliens: the size of this group is estimated at 3,000 (some of whom will be 
older than 34 years). 

Prostitution: estimated number is 9,000 prostitutes in all types of prostitution: 
streetwalking, window prostitution, escort services, home prostitution. 


Morbidity: 


Infectious diseases: high morbidity (and mortality) rate. This concerns all types 
of infectious diseases: venereal diseases, such as HIV, and other infectious dis- 
eases, for example tuberculosis. They are both endemic infectious diseases, 
with a source in Amsterdam, and imported infectious diseases, with a source 
outside Amsterdam. Especially tuberculosis occurs 3 or 4 times more often in 
Amsterdam than in the rest of the Netherlands. The differences between native 
and foreign Amsterdammers are great: 13 per 100,000 compared to 137 per 
100,000. Each year, on average, this means 992 cases of tuberculosis. 
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Venereal diseases: in 2002, 18,698 new consultations were registered at the 
STD polyclinic. Of these, 1,049 cases of gonorrhoea, 241 of early lues and 2,055 
cases of chlamydia were registered. In 2002, 7,847 HIV tests were conducted at 
the STD polyclinic, an increase of 24% with respect to the year before (2001: 
6,337; 2000: 4,765). Of the visitors, 6,510 (83%) came from Amsterdam. Most of 
the tests on men were conducted in the age group 25-29 years (24%), for the 
female visitors, this was the group of 20-24-year olds (36%). In total, 86 proved 
to be seropositive for HIV, of whom 3 visitors knew that they were seropositive 
at the time of the test. These visitors had themselves tested mainly to confirm 
their HIV infection. Of the remaining 83 seropositive visitors, 44 (53%) reported 
that they had been tested before. All HIV-infected visitors returned to get their 
test results, except for 4. In 2002, the prevalence of HIV among heterosexual 
men was 0.5%. The HIV prevalence among heterosexual women in 2002 was 
0.4%. Most HIV infections were found among homosexual and bisexual men: 
the HIV prevalence in this group was 3.8% in 2002. Among the small group of 
injected drug users and transsexuals who had themselves tested at the STD 
polyclinic, 4 HIV infections were found. 

Chronic disorders: one out of five (19%) of the Amsterdammers in this stage of 
life reported a chronic ailment (particularly ailments relating to the cardiovascu- 
lar system, digestive organs and locomotor system). 


Mortality: 


The life expectancy in Amsterdam, just as in the other large cities, is low, but 
this is particularly low in Amsterdam: for men 73.5 years and for women 79.3 
years. This is 1.7 years less for men and 1.4 years less for women than the avera- 
ge for the Netherlands. Life expectancy is especially low among 
Amsterdammers of the Dutch and Western origin. Life expectancy is the best 
among Amsterdammers of Mediterranean origin, especially among Moroccans. 
The development of the life expectancy in the large cities has remained behind 
the rest of the Netherlands. 

The mortality rate is higher in Amsterdam than in other large cities. There are 
also different mortality rates within the city. 

In Amsterdam, cardiovascular diseases are the main cause of death (35% of the 
deaths). 

Cancer is the second most important cause of death (24% of the deaths): a high 
rate of deaths from lung cancer in Amsterdam, and a rising incidence of new 
cases of lung cancer, particularly in women. 

Ten per cent of the deaths are caused by a respiratory organ disorder. 

High death rates among Surinamese and Antilleans aged 15-54 years, especially 
among men. The cause is unknown. 
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Suicide: Amsterdam figures indicate that there are 10.8 per 100,000 suicide 
cases, compared to the figures for the Netherlands: 7.4 per 100,000. In 
Hindustani girls/women, suicide occurs more often than among other popula- 
tion groups (on the basis of data from the Municipality of The Hague). 


Adult stage of life: 35 - 54 years 


Health problem 
State of health: 


Unhealthy lifestyles: 

Smoking: in this stage of life, 39% of the Amsterdammers smoke. 

Physical exercise: only 25% of the Amsterdammers exercise enough from the 
point of view of health, nationally this is 40%. The percentage of 
Amsterdammers from 35 to 55 years who exercise enough to improve their car- 
diorespiratory fitness is 13%, while 28% meet the health standard. Turkish and 
Moroccan men and Moroccan women 35 years of age and older exercise very 
little. 

Eating habits: only 18% of the Amsterdammers in this stage of life have a heal- 
thy eating pattern, defined as having breakfast and a hot meal every day, and 
the daily consumption of vegetables and fruit. Women eat vegetables and fruit 
more often than men. Turkish and Moroccan men 35 years of age and older 
have an unhealthier eating pattern than Dutch men. Among women 35 years of 
age and older, Turkish women prove to have the most healthy eating habits, fol- 
lowed by Dutch women. 

Overweight: in Amsterdam, 28% of people in this stage of life have problems 
with overweight and 8% with serious overweight (obesity). 

Alcohol use: 77% of Turks from 35 years of age and 94% of Moroccans are total 
abstainers. Of the small group of Moroccan men 35 years and older who drink 
alcohol (6%), the majority drink excessively. Of the male Turkish drinkers (23%) 
as well, a relatively large group drink excessively. Moroccan and Turkish 
Amsterdam women hardly drink at all. Fourteen per cent of the 
Amsterdammers in this stage of life drink (very) excessively. 

Late births: the mothers of approximately one fourth of the babies born annual- 
ly in Amsterdam are 35 years of age or older at the time of birth. 

Population survey into cervical cancer (women 30-60 years): the appearance 
percentage in Amsterdam is 66.5%; however among Moroccan and Antillean 
women, the appearance percentage is lower (51%), the same as for the other 
population groups (46%). 

ADL limitation: 16% of this age group indicate that they experience an ADL 
limitation (Activities of Daily Life). 
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Drug addiction: there are 4,130 problematic heroin addicts in Amsterdam (a 
fourth of whom are under 35 years of age). 
Homeless: the estimated number of homeless in Amsterdam is 1800-2300. 


Morbidity: 


Hospital admissions: the Amsterdam population, compared with other Dutch 
people, are admitted to hospital relatively seldom: 506.7 per 10,000, compared 
to the Netherlands, with 618.3 per 10,000. This difference cannot be explained 
unambiguously, but it does not mean that, on average, the Amsterdammers 
are healthier than the rest of the Netherlands. Most hospital admissions are 
related to cardiovascular diseases (19%), accidents (10%), diseases of the respi- 
ratory organs (10%), digestive tract diseases (10%), and types of cancer (9%). 
These percentages relate to the total Amsterdam population, irrespective of 
age. 

Chronic disorders: 28% of the Amsterdammers in this stage of life report one 
chronic ailment, 14% two or three and 6% four or more. Turkish and Moroccan 
Amsterdammers report noticeably more chronic disorders: 25 and 22%, respec- 
tively, two or three ailments and 22 and 10%, respectively, four or more. This 
concerns ailments related to the cardiovascular system, digestive organs and 
locomotor system. 

One out of four (26%) of the Amsterdammers between16-55 years has allergy 
problems. 

Diabetes mellitus occurs more often among foreign groups: Hindustani (40%), 
Moroccans and Turks 12% in 35-74 year olds, compared to native 
Amsterdammers (3%) 

More Amsterdammers suffer from psychological disorders than other Dutch 
people. 

Personal accidents occur more often (12.8%) (but less often than nationally, 
namely 12%). In one fourth of them, medical assistance is required, more often 
for the elderly (55+) than for younger people. 


Mortality: 


Deaths from cardiovascular diseases are 36% (3% more than the national avera- 
ge); from cancer 25% (3% more than the national average); from respiratory 
organ disorders 9%, and unnatural deaths are 4%. 

Traffic accidents: 1,143 victims (45%) in the age group 30-59 years (total: 2,536). 
Most people in Amsterdam die of cardiovascular diseases and cancer. Together, 
these disorders cause almost 60% of the deaths. In Amsterdam men, the share 
of cardiovascular diseases in deaths is 31%, in women, about one third. On ave- 
rage, 2,200 Amsterdammers die each year from cardiovascular diseases. 
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An acute heart infarction is most common in men, in women death is caused 
primarily by cerebral blood vessel injuries. In comparison with the Netherlands, 
the death from cardiovascular diseases in Amsterdam is significantly lower (3 to 
5%) than in the Netherlands. In the period 1996-2001, almost 1,700 
Amsterdammers on average died of cancer each year. The share of cancer in 
deaths is higher for men (27%) than for women (23%). In men, lung cancer is the 
most common type by far. ln women, breast cancer is most common, but lung 
cancer also occurs increasingly in women. For both men and women, the death 
rate from infectious diseases is considerably higher than in the Netherlands. 
This is caused by the relatively high rate of death from AIDS in Amsterdam, 
especially in men. The peak of the AIDS deaths was at the beginning of the 
nineties (1992: 196), from 1993, the death rate from this infectious disease fell 
annually to about 35 in 2001. Deaths from AIDS declined from the second half 
of the nineties, and a better treatment of the disease has enabled HIV positive 
people to live longer. Deaths from symptoms, inadequately described syndro- 
mes and unnatural deaths (including suicide and traffic deaths) have been signi- 
ficantly higher in Amsterdam for a long series of years (1985-2001) than in the 
Netherlands. (The foregoing data are not specific for this stage of life, but give 
a general overview of the Amsterdammers in all stages of life). 


The Elderly 


From a policy point of view, a person is elderly from the 55th year of life. Four sub- 

groups are distinguished according to age: 

e elderly people from 55-64 years, who are still employed and are preparing for 
retirement; 

e elderly people from 65-74 years, who have stopped working and are still relati- 
vely healthy; 

e elderly people from 75-84 years, who will experience ever increasing health pro- 
blems; 


e elderly people from 85 years and older, often with complicated health pro- 
blems. 


Elderly stage of life: 55 - 64 years 
Health problem 
State of health: 
e Unhealthy lifestyles: 
- Smoking: in this stage of life, 30% of the Amsterdammers smoke, 41% once 
smoked, and 29% never smoked. 
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Physical exercise: only 25% of the Amsterdammers exercise sufficiently from the 
point of view of health; nationally this is 40%. The percentage of 
Amsterdammers 55 years of age and older who exercise enough to improve 
their cardiovascular fitness is 6%, while 19% meet the health standard. 

Eating habits: 29% of the Amsterdammers in this stage of life have a healthy 
eating pattern, defined as eating breakfast and a hot meal every day and the 
daily consumption of vegetables and fruit. Women eat vegetables and fruit 
more often than men. 

Overweight: in Amsterdam, 39% suffer from overweight in this stage of life and 
12% from serious overweight (obesity). 

Alcohol use: 57% of the Amsterdammers in this stage of life drink lightly to 
moderately and 9% (very) excessively. 

The health experience by the elderly decreases with age; the elderly often 
experience their health as less good than young people. 71% of the Dutch men 
and women aged 55-64 experience their health as good/excellent, 29% as 
moderate/poor. The elderly of Amsterdam are often less optimistic about their 
own health than the average Amsterdammer and the Dutch elderly in general. 
Self-sufficiency: as age increases, the percentage of the elderly with problems 
increases, and women prove to experience more problems than men 

Use of care: 53% of the elderly have contact with the GP, 2% with family care, 
1% with community nursing and 11% use facilities for the elderly. 

Psychosocial problems occur in areas of life such as finances, housing, social 
relationships and education/work. The elderly in the large cities experience 
more psychosocial problems than elderly people who do not live in large cities. 
In Amsterdam, 16% of the elderly indicate that they often or always are troubled 
by feelings of loneliness. 

Income: 14% of the elderly have a low income, 12% a high income. 


Morbidity: 


Disorders: the risk of one or more chronic diseases is greater as people grow 
older. At the same time, the number of elderly with one or more chronic disor- 
ders increases. Older women more often have more than one chronic ailment 
than older men. The most common somatic disorders in the elderly are: arthro- 
sis, hearing impairment, cataracts, diabetes, chronic bronchitis, coronary heart 
diseases and dorsopathies. The Amsterdammers over 55 also report more chro- 
nic disorders than younger Amsterdammers: 55%, including cardiovascular 
diseases (24%), locomotor system disorders (25%), digestive system disorders 
(7%), diabetes (9%), cancer (5%), asthma and COPD (10%), incontinence (3%), 
depression/ nervous exhaustion (18%), dementia (6%), and 5% hearing impairment. 
Hip fractures: 53 out of 10,000 elderly (versus 41 per 10,000 the Netherlands) fall 
and break a hip. 
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Diseases: not all diseases increase with age; for example, the rate of coronary 
heart diseases is lower in the highest age groups. 

Psychiatric problems: dementia, depressions and anxiety disorders are the three 
main psychopathological problems in the elderly. No specific data are available 
for Amsterdam. The prevalence of dementia in Dutch elderly 55 years of age 
and older is estimated at 6.3%. De prevalence of clinically relevant depressive 
syndromes is estimated at 14.9% and for anxiety disorders at 8.7% at syndrome 
level and 3.5% at diagnostic level. Women who grow older report more depres- 
sion: in men this is not the case. In the elderly there is co-morbidity between 
anxiety and depression. 

Depressive symptoms are more present on average in Turkish and Moroccan 
elderly than in Dutch elderly: Turks 55.5%, Moroccans 33% versus 17% in Dutch 
people. 

Physical limitations and disabilities: the percentage of elderly with physical limi- 
tations increases with age for both men and women. 


Mortality: 


The relative mortality for the Amsterdam elderly 55 years of age and older with 
respect to the Dutch elderly is different for men and women. The mortality figu- 
res for both men and women do not differ significantly for most age groups, 
except the group from 55 to 64 years. |.e., the mortality rate for Amsterdam 
women 55-64 years of age has been higher than the mortality rate of Dutch 
women since 1985. For men this has been true since 1990. 

Causes of death: the most common causes of death in the elderly are coronary 
heart diseases, heart failure (25.6 per 10,000), various types of cancer, CVA, 
chronic respiratory tract disorders, pneumonia and acute bronchitis and acci- 
dental falls. Coronary heart diseases can be considered the main cause of death 
for all age groups, for both men and women. An exception are women 55-64 
years of age who have been diagnosed with breast cancer. 

Life expectancy: women aged 55 years and older have a higher total life expec- 
tancy than men, however, the life expectancy without limitations is lower. 
Women do live longer, but compared to men, the part they go through in good 
health or without limitations is smaller (see also the introduction). 


Elderly stage of life: 65 - 74 years 


Health problem 
State of health: 
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The health experienced is considerably less for men from 65-74 years than for 
men and women in the age group from 55-64 years, of whom two thirds consi- 
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der their own health as (very) good. 


e 5.6% of the elderly of 65 years and older who live independently are confronted 
with elderly abuse. 


Morbidity: 

e The prevalence of dementia rises exponentially with age: between 40 and 80 
years, it doubles every five years. Psychological disorders: dementia 19%, 
depression disorders 13.7%, anxiety disorders 13.9% and cognitive disorders 
6.1%. 

e The percentage of women with physical limitations is higher from 65 years than 
the percentage of men without limitations. As age increases, the difference be- 
tween men and women becomes greater. 


Mortality: 
e¢ The mortality rate increases during this stage of life. 


Elderly stage of life: 75 - 84 years 

Health problem 

State of health: 

* 61% of the elderly from 75-84 years experience their own health as good/excel- 
lent, 39% as moderate/poor. 

¢ The physical limitation due to a chronic ailment is greater in women than in 
men (esp. in the age group 75-84 years). 

e  Self-sufficiency decreases: personal care succeeds only 11% of the time, exerci- 
se 28%, housecleaning 28%, preparing hot meals 16% and shopping 18%. 

e Use of care: 67% has regular contact with the general practitioner, 29% with 
family care, 8% with community care and 64% use facilities for the elderly. 

e Income situation: 21% indicate that they have a low income, 6% a high income. 


Morbidity: 

e The disease rate increases as people enter an older stage of life: chronic disor- 
ders 67%, cardiovascular diseases 36%, locomotor system disorders 28%, 
digestive system disorders 7%, diabetes 7%, cancer 9%, asthma and COPD 
18%, incontinence 9%, depression/nervous exhaustion 20%, hearing impair- 
ment, in men 17% and in women 12%. 


Mortality: 
¢ The death rate increases further in this stage of life. 
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Elderly stage of life: 85+ years 


Health problem 
State of health: 


Use of healthcare: the use of curative care increases as people grow older. The 
use of care by persons with two or more (serious) chronic diseases is substantial- 
ly higher than the average use figures of persons 35 years of age or persons 
with one chronic disease. This strongly coincides with aging, but remains con- 
stantly high after the age of 70. The elderly use medical care particularly becau- 
se of the incidence of chronic-degenerative diseases. The costs of this medical 
care per person rise sharply from the age of 50, and continue to increase until 
the 95th year of life. 

There is a high rate of medicine use among the elderly. 

Social support: this has a direct positive effect on the state of health of the 
elderly. Such support decreases as age increases. 

The vulnerable elderly are those who live alone, elderly with a low socio-eco- 
nomic status and income and foreign elderly. Also the elderly in care and nur- 
sing homes, because home residents often have complicated problems. 


Morbidity: 


The disease rate increases, coupled with the (chronic) disorders referred to 
under the previous stages of life. 


Mortality: 
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The death rate increases further in this stage of life. 
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